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to control tremor and quiet the patient 
for relief of withdrawal sympt-ms 


to reduce or eliminate use of paraldehyde 
and barbiturates in treatment 


Dosage: The usual adult oral dose is 1-3 Gm. This may be 
repeated 3-5 times per day. The initial dose should be at the lower 
end of the recommended dosage range inasmuch as nausea and 
vomiting occasionally occur when large doses are given at the start 
of Tolserol therapy. Subsequent doses may be standardized in 
accordance with the needs of the individual patient. 


Whenever possible, Tolserol should be given after meals. When 
given between meals, the patient should, if possible, drink 1/4 glass 
of milk or fruit juice before taking Tolserol. 


Supplied: Tablets, 0.5 Gm. and 0.25 Gm., bottles of 100 and 1,000; 
Capsules, 0.25 Gm., bottles of 100 and 1,000; Elixir, 0.1 Gm. per cc., 
pint bottles; Intravenous Solution, 2%, 50 cc. and 100 cc, ampuls. 


*TOLSEROL! (RED. 8. PAT. OFF.) 18 A TRADEMARK OF & SONS 
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Manuscripts—The original manuscripts of papers read at the annual meetings of the Associa- 
tion should be deposited with the Secretary during the meetings, or sent to the New York 
office promptly afterward. Do not deposit carbon copies. 


Papers read at the annual meetings become the property of the Association. Not all papers 
read however can be published in the JouRNAL, and authors wishing to publish in other 
vehicles will first secure from the Editor the release of their manuscripts. 


Papers will not be accepted for the annual program if they have been previously read at 
other meetings or if they have been already published. 


Papers contributed during the year (not on the annual program) should be sent to the 
Editor, Dr. Clarence B. Farrar, 113 St. Clair Avenue West, Toronto 5, Ontario, Canada. 


Style—Manuscripts should be typewritten, double spaced, on one side of paper. They must 
be prepared in conformity with the general style of the American Journal of Psychiatry. 
Retain a carbon copy of manuscript and duplicates of tables, figures, etc., for use should 
the originals be lost in the mails. 


Multiple Authorship—The number of names listed as authors should be kept to a minimum, 
others collaborating being shown in a footnote. 


Illustrations—Authors will be asked to meet printer’s costs of reproducing illustrative 
material. Copy for illustrations cannot be accepted unless properly prepared for reproduction. 
Wherever possible, drawings and charts should be made with India ink for photographic 

‘ reproduction as zinc etchings. Photographs for halftone reproduction should be glossy 
prints: Illustrations should be as small as possible without sacrificing important detail. 
Redrawing or preparing: illustrations to make them suitable for photographic reproduction 
will be charged to author. 


Author’s Corrections in Proofs—Corrections, additions or deletions made by authors are to be 
charged to them. These alterations are charged on a time basis at the rate of $3.00 per hour. 
Proper editing of original manuscript is important to avoid the expense of correction. 


Tables—Tables should be typed and on separate sheets. Tables are much more expensive to set 
than text material and should be used only where necessary to clarify important points. 
Authors will be asked to defray cost of excessive tabular material. 


References—References to text should be in the form of footnotes. These footnotes should be 
numbered consecutively from 1 up throughout the manuscript. Additional references for 
collateral reading should be assembled alphabetically according to author at the end of the 
article. Bibliographical material should be typed in accordance with the following style: 


1. Van der Veer, A. H., and Riese, H. H. Treatment of schizophrenia with insulin-shock. 
Am. J. Psychiat., 95 :-166, Sept., 1938. 


Abbreviations should conform to the style used in the Quarterly Cumulative Index Medicus. 


The American Journal of Psychiatry, formerly the American Journal of Insanity, the official 
organ of The American Psychiatric Association, was founded in 1844. It is published monthly, 
the volumes beginning with the July number. 

The subscription rates are $10.00 to the volume: Canadian subscriptions, $10.50; foreign 
subscriptions, $11.00, including postage. Rates to medical students, junior and senior internes, 
residents in training during their first, second, or third training year, and also to graduate students 
in psychology, psychiatric social work, and psychiatric nursing, $5.00 (Canada $5.50). Single 
issues $1.25. 

Copyright 1952 by The American Psychiatric Association. 
Office of Publication, 1601 Edison Highway, Baltimore 13, Md. 


Editorial communications, books for review and exchanges should be addressed to the Editor 
Dr. Clarence B. Farrar, 113 St. Clair Avenue West, Toronto 5, Ontario, Canada. 

Business communications, remittances and subscriptions should be addressed to The American 
Psychiatric Association, 1601 Edison Highway, Baltimore 13, Md., or to 1270 Avenue of the 
Americas, New York 20, N. Y. 

Entered as second class matter July 31, 1911, at the postoffice at Baltimore, Maryland, under 
the Act of March 3, 1879. Acceptance for mailing at special rate of postage provided for in 
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IN EPILEPSY. .. 


Seizure control is the first step toward rehabilitation 


Social aspects of the problem: 


1. 


the personality adjustment compares favorably with the adjustment made by diabetics. 
Lisansky, E.S.: J.Abn.Soc.Psychol. 43: 29, 1948. 


the work adjustment is excellent; 73 percent of patients with epilepsy are employed. 

Lennox, W.G. and Cobb, S.: Ind.Med. 11: 571, 1942. 
a study of the performance of employed epileptics does not deviate from that of normals 
with respect to absenteeism or frequency rate of injuries. 

B.L.S. Bull. No. 923, U.S. Dept. of Labor, Wash., D.C., 1948. 
of the unemployed, according to one report, “68% given careful medical and psycho- 
logical study can be expected to be restored to emplaynent. 

Staff Dev. Aids No. 4, Fed. Security Agcy., ce Vocational Rehabilitation, Wash., D.C., 1948. 
higher schooling is accomplished just as satisfactorily by those who are scholastically 
qualified as by students without seizures. 

Himler, L.E., and Raphael, T.A.: Am.J.Psychiat. 101: 760, 1945. 


marriage is as feasible for the epileptic as for the patients with diabetes for instance. 
; Lennox, W.G.: Human Fertility 10; 97, 1945. 


Mesantoin in “Routine” and “Difficult” Cases Of Epilepsy 


Mesantoin is effective in Grand Mal, Jacksonian and Psychomotor seizures.’? It is also 
useful in controlling focal seizures. 


High dosages of Mesantoin (1.0 Gm. in divided doses) can be adininistered daily during 
dosage buildup if certain points are considered.* Each Mesantoin tablet contains 0.1 Gm. 
(1% gr.) methyl-phenyl-ethyl- PROPER DOSAGE PROCEDURE 


(sve chest). TABLET MESANTOIN,0.1 GM 
High doses of Mesantoin do not = 6 | | 
produce epigastric distress, belching |2 
or flatulence. rance| 
In ‘drug resistant’’ cases of epilepsy, < 3 
a large number of patients have re- 6? SS ss 5 
sponded to Mesantoin.** This holds 
true for patients who have not re- 208 228 28 
sponded to phenobarbital, diphenyl- WEEK 1st 2ND 3RO 4TH STH 6TH 7TH 6TH 


hydantoin sodium, or to a combination of these drugs. 


Drowsiness following Mesantoin therapy usually subsides as the drug is taken over a long 
period. Many physicians use the onset of drowsiness as the limiting factor in dosage.* 


No evidence to date has shown that Mesantoin has any toxic effects on the liver. 
Mesantoin does not cause gum hyperplasia. 


Blood examinations as recommended at suitable intervals since in a few instances, blood 
dyscrasias have been reported following Mesantoin therapy. 


A booklet “Mesantoin — Dosage Adjustment and Side Effects”, dealing with dosage regimen, 
side reactions, combination drug therapy and therapeutic precautions — is available on request. 


References: 1. Fetterman, J.L., et al: Ohio State M.J. 43: 1251, 1947. 2. Harris, T.H., and Otto, J.L.: 
Texas State J. Med. 43: 328, 1947. 3. Kozol, H.L.: Arch. Neurol. & Psychiat. 63: 235, 1950. 
4. Loscalzo, A.E.: J.A.M.A. 135; 496, 1947. 


Sandoz Pharmaceuticals 


DIVISION OF SANDOZ CHEMICAL WORKS, INC. 
68 CHARLTON STREET, NEW YORK 14, N. Y. 
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New PSYCHIATRIC WINDOWS 


look like regular windows... 


NEW FENESTRA PSYCHIATRIC PACKAGE WINDOWS in 
Philadelphia State Hospital, Byberry, Pa. Architect: H. L. 
Shay, Philadelphia. Contractor: Wark & Co., Philadelphia. 


That’s important from the standpoint of the ap- 
pearance of your hospital. It is vital to the im- 
provement of your mental patients. 

Fenestra* Psychiatric Package Windows don’t 
give your hospital a jail-like look—they don’t 
look like psychiatric windows. Yet their design 
and their special screens give your patients maxi- 
mum protection. 

This modern window ‘“‘package’’ includes the 
graceful awning type Fenestra Steel Window 
with smooth-working operator and removable 
adjuster handle (bronze), special steel casing, 
plus your choice of four types of flush-mounted 
inside screens: DETENTION SCREEN for maxi- 
mum restraint (the tremendously strong mesh is 
attached to shock absorbers built in the frame), 
PROTECTION SCREEN or SAFETY SCREEN 
for less disturbed patients, or INSECT SCREEN 
for general and administrative sections of your 
hospital. 


There are no sills to climb. No sharp corners. 
No way for patients to get at the glass. All- 
weather ventilation, controlled without even 
touching the screen. And the windows are washed 
inside and outside from inside the room. 


Fenestra Hot-Dip Galvanized Windows 
never need painting! 


To eliminate maintenance-painting, Fenestra 
Windows are available Super Hot-Dip Galvan- 
ized (on special order), from America’s only 
plant especially designed to hot-dip galvanize 
steel windows. Get complete information . . . call 
your Fenestra Representative (he’s listed in the 
yellow pages of your phone book), or write 
Detroit Steel Products Company, Dept. AJ-9, 
2276 East Grand Blvd., Detroit 11, Michigan. 


See our exhibit in Booth 150 at the American 


Hospital Convention in Philadelphia, Sept. 15-18! 


Fenestra PSYCHIATRIC PACKAGE WINDOWS 


Steel Window «+ Steel Casing + Screen + Operator 
Rer ovable Bronze Adjuster Handle 
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Luminal and Luminal Sodium — time-tested, 
effective dampers of cortical over-activity 
—control emotional turbulence, restlessness and 
hyperirritability promptly and for prolonged periods. 
FOR ORAL USE: 
... LUMINAL SODIUM 
Tablets 16 mg. (%4 grain); 32 mg. (14 grain) 
and 0.1 Gm. (1% grains). 
...LUMINAL (PHENOBARBITAL) 
Tablets 16 mg. (%4 grain); 32 mg. (14 grain) 
and 0.1 Gm. (1% grains). 
Elixir (1% grain/teaspoonful), bottles of 
354 cc. (12 fl. oz.) and 
3.785 liters (1 U.S. gallon). 


FOR PARENTERAL USE: 

LUMINAL SODIUM 
Hypodermic tablets of 65 mg. (1 grain), 
bottles of 50 and 500, for subcutaneous 
or intramuscular injection; Powder, ampuls 
of 0.13 Gm. and 0.32 Gm. (2 grains 
and 5 grains) for subcutaneous, intramuscular 
and (exceptionally) intravenous injection; 


Solution in propylene glycol, ampuls of 
2 ec. (0.32 Gm.,5 grains); Ampins — 
sterile, disposable injection units of 2 cc. 

(5 grains) and 10 cc. vials (24% grains/cc.), 
for intramuscular injection only. 


® 
( 
SODIUM 


THE PIONEER BRAND 

OF PHENOBARBITAL SODIUM 
BACKED BY MORE THAN 

30 YEARS OF EXPERIENCE 


NEW YORK 18, N.Y. WINDSOR, ONT. 
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Newest and Most Promising Approach 


to the Medical Treatment of Alcoholism 


"Antabuse" offers renewed hope for the 
alcoholic patient. Extensive clinical 
Studies have clearly established the 
effectiveness of this preparation in the 
treatment of alcoholism. 


Even small amounts of alcohol, taken 

after "Antabuse" is administered, will 

produce a highly unpleasant and distressing 
reaction. Because "Antabuse" produces this 
strong sensitivity to alcohol, sobriety is self 
enforced, and the patient is rendered more 
amenable to the supportive and psychotherapeutic 
measures necessary for rehabilitation. 


"Antabuse" is safe therapy when properly 
used. It should, however, be employed 
under close medical supervision and with 
the full knowledge of the patient. 


Tested in MORE THAN 100 clinics... 

by MORE THAN 800 qualified investigators 
.on MORE THAN 5,000 patients... 

and covered by MORE THAN 200 

laboratory and clinical reports. 


Brand of specially prepared and highly purified 
tetraethylthiuram disulfide 


"antabuse" is identical ...a "chemical fence" for the alcoholic 


with the material Supplied in tablets of 0.5 Gmn., 
used by the original bottles of 50 and 1,000. 
Danish workers, and 
is supplied under license 
from Medicinalco, Ayerst, McKenna & Harrison Limited 
Copenhagen, Denmark. 
U.S. Pat. No. 2,567,814. New York, N.Y. « Montreal, Canada 
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.--.- with Chamberlin Detention Screens 


Hosprrat. authorities at the Oregon 
State Hospital in Salem were faced 
with the usual detention problems 
for their mentally disturbed patients. 
; They realized, of course, that these 
scl patients require isolation and_pro- 
dows are not marred by unsightly bars tection, They realized, too, that jail- 
or grilles. like bars and grillework provoke de- 
pression and violence, which reduces 
response to mental therapy. The solu- 
tion lay in an advanced concept of 

patient detention. 


By consulting our Advisory Service, 
they learned, as many others have. 
that Chamberlin Detention Screens 
offer these major advantages: 


They provide safe, sure, humane 
detention and protection, yet create 
a cheerful, homelike atmosphere. 
Wire mesh in Chamberlin Deten- 
tion Screens is spring-mounted; 
gives under violent attacks, springs 
back to original shape. 


Modern institutions turn to 


Interior view of typical hospital room 
shows how Chamberlin Detention Screens CHAMBERLIN COMPANY OF AMERICA 
blend with window trim, admit abun- 


They reduce institutional main- 
tenance costs by eliminating 
patient glass breakage and grounds 
littering; do extra duty as insect 
screens. 


They reduce screen maintenance 
costs because they are the heaviest, 
most rugged screens available. 
Their extra-thick steel frames and 
tough, stainless-steel wire mesh re- 
sist severe attacks and usual forcing, 
picking and prying. 


Optional Chamberlin safety 
locks permit instant emergency re- 
lease from outside in case of fire. 
Special key opens screens from in- 
side for routine maintenance. 


If your hospital or institution is faced 
with a detention problem, let us give 
you specific data on your needs — or 
write for the booklet on Chamberlin 
Security Screens — Detention, Protec- 
tion and Safety types. 


You are invited to 
visit our exhibit at 
the American 
Hospital Associo- 
tion Convention in 
Philadelphia, Sep- 


dant light and air. For modern detention methods tember 15-18, 


Special Products Division 


1254 LA BROSSE ST. * DETROIT 32, MICHIGAN 
Other Chamberlin Institutional Services include Metal Combination Windows, Rock Wool Insulation, Metal Weather Strips and Plasti-Catk 
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Corticotropin 


The Upjohn Company in early June an- 
nounced production of Cortisone Acetate, 
25 mg., Tablets. 


Now we are announcing the availability of 
Corticotropin (ACTH). 


Sterile Corticotropin (Upjohn) is available 
in two potencies: in vials containing 25 
U.S.P. units and in vials containing 40 
U.S.P. units. 


Upjohn’s extensive experience in the re- 
search and manufacture of adrenal cortical 
products has made it possible to provide the 
medical profession with both Cortisone and 
Corticotropin. 


A contribution of THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 


to this era of metabolic medicine 
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optimism and cooperation 


are encouraged by 


ethedrine 


Methamphetamine Hydrochloride, COMPRESSED 


Subtle improvement in mood and outlook 
follows oral administration of small doses 
of ‘Methedrine’. This helps carry 
depressed patients through their troubles, 
toward norma! adjustment. 


For those whose troubles stem from 
eating too much, ‘Methedrine’ makes all 
the difference between continual 
self-denial with consequent irritability, 
and easy acceptance of a reducing diet; 
it dispels excessive desire for food. 


Literature 
‘Methedrine’ brand Methamphetamine Hydrochloride, 
5 mg., Compressed, scored 


Bottles of 100 and 1,000 


& Burroughs Wellcome & Co. (U.S. A.) Inc. Tuckahoe 7, New York 
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Sleep That Makes 
the Darkness Brief 


When tired limbs and overbusy minds cause 
restlessness and insomnia, a bedtime dose of 
‘Seconal Sodium’ often is indicated. Its hyp- 
notic effect is prompt; relaxation and sleep 
are quick to follow. Because of the brief dura- 
tion of action, the patient awakens refreshed, 


well rested. 


Eli Lilly and Company 
Indianapolis 6, Indiana, U.S. A. 


For a sound night's sleep, prescribe 


PULVULES 


econal 


(SECOBARBITAL SODIUM, LILLY) 
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THE AMERICAN JOURNAL OF PSYCHIATRY 


LETTER FROM ARGENTINA 


E. EDUARDO KRAPF, M.D.,1 Buenos Aires 


When I was traveling in the United States 
last year, I was asked practically in every 
psychiatric establishment I visited just what 
psychiatry amounted to in Argentina. This 
is what leapt into my mirid when I received 
your kind invitation to write a “Letter from 
Argentina” for your readers; and therefore 
I resolved to circumscribe myself in these 
lines to furnishing some basic information 
rather than dealing only with current even‘s, 
which might easily be more or less meaning- 
less without a certain amount of background 
knowledge. 

I do not want to appear supercilious, but 
past experience makes me think that at least 
some readers will be pleased if I spare them 
a look-up in the encyclopedia, and mention 
in passing that Argentina is a country about 
one-third the size of the United States with 
a predominantly white population of about 
18,000,000, which resembles the United 
States in its climatic conditions and to a 
certain extent even in its economic structure. 
It is true that this country has a larger sub- 
tropical sector than the United States, and 
that otir industry, which lacks home-grown 
coal and iron, is relatively far less important 
in the general framework than industry in 
the United States. All the same, one would 
not go far wrong if one were to say that 
Argentina can in many ways be considered 
a smaller (and, of course, Spanish-speaking ) 
replica of the United States. 

Pointing all this out is, I believe, more than 
just an exercise in geography. It is, in fact, 
the basis for the simple but not unimportant 
statement that what we see in our psychiatric 
establishments does not differ substantially 
from what can be seen in American hospitals 
and clinics. One has the impression that the 
psychoneuroses and psychosomatic com- 
plaints are possibly somewhat less frequent 
in this country than in the United States, 
and one is inclined to attribute this to the 
circumstance that, at least outside Buenos 
Aires, the style of living is rather less com- 
petitive than in the heavily industrialized 


1 Professor of Psychiatry, University of Buenos 
Aires. 


sectors of the United States. The difference 
is, however, one of quantity only, and the 
general trend is definitely toward a higher 
incidence of this type of disorder. In any 
case one cannot make it too clear that Argen- 
tina is not to be counted among those coun- 
tries where special climatic and cultural con- 
ditions might be expected to give rise to 
what might be called exotic types of mental 
disturbance. 

Under these circumstances it is, I think, 
not very surprising to find that Argentine 
psychiatry tends, generally speaking, to ap- 
proach its problems along lines rather similar 
to the ones characteristic of American psy- 
chiatry. Speaking in more concrete terms: 
the accent is, on the River Plate just as on 
the Hudson, rather more on the therapeu- 
tically assailable environmental factors than 
on heredity and constitution. It should be 
said, however, that this trend is only of late 
becoming dominant, and that it is not likely 
ever to become overpowering. The psycho- 
logical gulf between the old world and the 
new has in fact never been so deep in this 
country as in the United States, and, in psy- 
chiatry as in most other aspects of intellectual 
life, there has always been a strong tendency 
not to sever the cultural ties with Europe, 
particularly with France and Spain. If one 
finally takes into account how heavily modern 
Spanish psychiatry has drawn on German 
sources, one understands much better why, 
in spite of the original language difficulties, 
the German influence has always been very 
considerable. Taken all in all, one may there- 
fore say that Argentina is psychiatrically 
characterized by the co-existence of practi- 
cally all national schools, a fact that un- 
doubtedly makes for a very diversified 
scientific atmosphere, but sometimes also for 
a certain lack of cohesion in research. 

It can be argued that this lack of cohesion 
is, at least for the time being, a secondary 
problem. Argentina is in many ways a 
younger country than the United States,apart 
from being smaller and poorer. The prob- 
lems of mental medicine are therefore still to 
quite an extent of an organizational nature, 
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and research is still much more of a luxury 
than in the United States. According to the 
best estimates available the country has at 
present about 25,000 psychiatric beds (in 26 
public and 42 private establishments) and 
lacks therefore (at the rate of 3 beds per 
1,000 inhabitants) 35,000 beds yet to be pro- 
vided. Facilities are particularly inadequate 
in the fields of child psychiatry and child 
guidance. Furthermore, there is so far little 
provision for the psychiatric needs of patients 
in general hospitals. There are similar prob- 
lems with regard to personnel. The number 
of psychiatrists can be estimated at about 
300: this is obviously too little, quite apart 
from the fact that most of them are concen- 
trated in Buenos Aires. There are, however, 
more serious deficiencies in the ancillary pro- 
fessions : we have practically no clinical psy- 
chologists, psychiatric social work is very 
much in its beginnings, and the psychiatric 
nurses and attendants have only exceptionally 
more than the rough and ready practical 
training that can be picked up in the hospital 
ward 

The necessity for improvement of these 
deficiencies is strongly felt in all quarters. 
The present Minister of Public Health who, 
as professor of neurosurgery, has a profes- 
sional understanding for neuropsychiatric 
problems, has started an extensive building 
program that will improve conditions in this 
respect to a very considerable extent. The 
Faculty of Medicine of the University of 
Buenos Aires created in 1944 a postgraduate 
course of 2 years’ duration for the formation 
of psychiatrists, which has, so far, turned out 
95 specialists. Two years before, a group of 
psychoanalysts founded what isso far theonly 
fullfledged Psychoanalytic Institute in Latin 
America, and started training on the basis of 
a 3 years’ course: there are at present 11 full 
members, 18 associate members, and about 20 
candidates. The Argentine League of Mental 
Hygiene supported during several years a 
school for psychiatric social workers, which 
unfortunately does not exist any more. But 


lately a new movement was started to resume 
the training of psychiatric social workers un- 
der the sponsorship of the Ministry of Public 
Health, and apart from this, some teaching in 
mental health is imparted in the social worker 
courses organized by the Faculties of Medi- 
cine and Social Sciences of the University of 
Buenos Aires. : 

The most satisfactory feature in all this is, 
however, the general awareness of how much 
remains to be done. Nobody can be engaged 
for long in the training of psychiatrists in 
this country without realizing how desirous 
the younger generation is to bring Argentine 
psychiatry into the front line of the inter- 
national effort. They feel that a country that 
produced its first Doctor’s thesis in psychiatry 
in 1827 (Diego Alcorta’s “Disertacién sobre 
la mania aguda”’), that has possessed a Chair 
of Psychiatry (in the University of Buenos 
Aires) since 1886, and has produced such 
interesting psychiatric figures as José Maria 
Ramos Mejia, Domingo Cabred, José Inge- 
nieros, and Francisco de Veyga, should live 
up to its possibilities to a larger extent than it 
does. There are difficulties, of course. One 
of them is the vast extension of the country, 
which keeps its men of science (in the Uni- 
versities of Buenos Aires, La Plata, Rosario, 
Cordoba, Tucuman, and Mendoza) more 
isolated from each other than is convenient. 
Another results from the lack of journal 
space for publications, which is currently 
accentuated by paper shortage. Finally, it is 
a drawback that the Spanish language is not 
generally read outside Spanish-speaking 
countries, which makes for a nonrecognition 
of our efforts elsewhere that is often bitterly 
felt and has undoubtedly a very discouraging 
effect. All the same, there is confidence that 
Argentine psychiatry will make its voice 
heard in matters of research when the time is 
ripe: and your request, dear Sir, to receive 
this letter for publication in the AMERICAN 
Journat oF PsycHIATrRY will undoubtedly 
bolster this confidence. 
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THE MODERN MENTAL HOSPITAL 


PAUL HAUN, M.D., Winston-Satem, N.C. 


There have been indications in recent years 
of a growing public awareness that mental 
illness is a social issue that can no longer be 
dismissed with indifference or with a shud- 
der. It is encouraging that the deliberations 
of our highly specialized medical societies 
are reported in the newspapers with greater 
frequency and greater accuracy than was the 
case even a decade ago. It is heartening, too, 
that more than one syndicated columnist has 
pointed to the startling discrepancy between 
the financial support accorded research in 
psychiatric fields and in such physical afflic- 
tions as poliomyelitis. Since actual cash out- 
lays are involved, perhaps the least equivocal 
evidence of mounting concern with the prob- 
lem lies in the appropriations made both by 
the Federal Government and by an increas- 
ing number of state legislatures for the con- 
struction of new mental hospitals and for 
the structural rehabilitation of those with 
outmoded and dilapidated physical plants. 

It is, of course, easy to become impatient 
with what we may consider a too materialistic 
attempt at the solution of an almost infinitely 
complex problem ; to maintain that new hos- 
pitals are well enough in themselves but that 
public support should rather be in the direc- 
tion of better medical education, of more 
adequate hospital staffs, of easing inter- 
national tensions, or of developing broad 
community programs for the prevention of 
emotional disorders. In all candour, how- 
ever, we are obliged to admit that, where the 
individual psychiatrist may have well-docu- 
mented views in these and in similar areas, 
the profession at large has yet to agree on a 
practical program in any of them. In sharp 
contrast the principles upon which modern 
mental hospitals are planned find gratifyingly 
wide professional endorsement. Perhaps this 
explains, in some degree, society’s beginning 
willingness to provide the proper setting for 
this crucial segment of the total mental health 
effort. 

In spite of our impatience at the lack of 
more widespread attention to the urgent 
needs in other psychiatric fields, we can do 
much to advance our entire program by think- 
ing and working more intimately than has 
been our custom with those directly con- 


cerned with hospital planning, design, and 
construction. If only because of the heavy 
burdens already carried by our straining 
economy, the costly mistakes of the past must 
not be repeated. The erection of any hospital 
that does not meet the medical need as effec- 
tively as human ingenuity can contrive can- 
not be countenanced. 

Psychiatry is, of course, dependent on the 
professional architect for the translation of 
medical requirements into structure, and 
must find some means of setting down the 
relevant information that the designer of 
hospitals needs if his job of creating the 
environment for medical care is to be done 
efficiently, accurately, and with some expecta- 
tion that the structures he builds will remain 
useful for an appreciable period of time. 
Through a grant made available by the gener- 
osity of a private foundation, The American 
Psychiatric Association called an exploratory 
meeting early in April, 1952, for discussion 
of this problem. In recognition of its com- 
plexity, provincial and state commissioners of 
mental health, architects, psychiatrists, engi- 
neers, and hospital administrators from rep- 
resentative areas of the United States and 
Canada were invited to attend and gave un- 
sparingly of their time and effort during 
a 2-day meeting. It was recognized early in 
the conference that a review of all the pos- 
sible settings in which psychiatric care can be 
offered would unnecessarily confuse the dis- 
cussion. By common consent attention was 
confined to those public mental hospitals that 
are tax-supported and to which patients go 
voluntarily or are sent under compulsion for 
medical care directed to the relief or to the 
control of serious mental and emotional dis- 
orders. 

There are few people today, even among 
those who have given but passing considera- 
tion to the problem of mental illness, who 
would find anything controversial in such a 
definition, yet in it are stated the essential 
qualities of the modern as distinct from the 
outdated and socially unacceptable institution 
of the past: first, the new accent on volun- 
tary admission; second, the availability of 
medical rather than custodial care ; and third, 
the assumption of medical responsibility in 
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the palliation and control of irreversible psy- 
chiatric disorders. 

Public institutions have always reflected 
the temper of the times with surprising ac- 
curacy. The decisions of the Supreme Court 
trace with amazing fidelity the mutations of 
social consciousness among the people. The 
mental hospital in the days of Benjamin 
Rush mirrored the tolerance and the prog- 
nostic optimism of that culture just as the 
“snake pits” of 50, or even of 40 years ago 
held the glass up to the hopelessness and the 
numb indifference with which society and the 
medical profession looked at insanity. There 
has been leaven at work, and once again we 
are able to see the mental patient as a sick 
man and expert medical care as a strikingly 
effective agent both for the relief of suffer- 
ing and for the social and economic rehabili- 
tation of the invalid. 

There have been prophets crying the gospel 
of medical salvation through the lean as well 
as through the fat years; the Tukes, the 
Kirkbrides, the Dorothea Dixes, and the 
Clifford Beers. The staffs of certain hospitals 
in the years of famine never stopped their 
dedicated work and never lowered their 
voices against the winds of professorial pes- 
simism and social neglect. It is largely to 
them—to this group, often anonymous, often 
known only to a handful of associates—to 
their individual insights, and to their flashes 
of inspiration that we owe the clear picture 
of today’s modern mental hospital. The hos- 
pital planners of today are collectors who 
mine the rich veins of accumulated psychi- 
atric experience for ideas that have already 
proven themselves ; they are integrators who 
take one program from California, another 
from Massachusetts, and a third from North 
Dakota and forge them into an effective 
therapeutic instrumentality in Texas. There 
are few ideas indeed appearing in today’s 
mental hospitals that are genuinely new. This 
is both the strength and the weakness of 
contemporary building programs. We know 
we are not wasting either our money or our 
efforts because each element has been tested 
in the laboratory of experience. We can 
safely predict that the combination of many 
individually effective treatment approaches 
into a massed attack on mental disorder will 
do more than any lesser combination through 
the phenomena of facilitation and summation. 


As members of the learned professions, how- 
ever, we cannot permit ourselves to believe 
that we have already perfected our tech- 
niques to the point that further search is un- 
necessary, or that room for experimentation 
no longer exists. 

In any survey of the special characteristics 
of the modern mental hospital there is need 
to separate superficialities from essentials. 
The problems of hospital care and the most 
effective means of providing it are not neces- 
sarily the same from state to state or from 
province to province. The virtues and de- 
fects of various floor coverings, heating sys- 
tems, plumbing devices, and security features 
can be almost endlessly debated. An en- 
lightened choice must, of course, be made in 
these matters for every construction project, 
and a central clearing house where up-to-date 
information may be obtained and where 
individual experience in the use of new and 
old materials can be pooled would be invalu- 
able. The essential characteristic of the mod- 
ern hospital is not, however, the substitution 
of radiant heat for wood stoves, nor the in- 
stallation of a coved base for every mould- 
ing strip. Looking to the legion of men and 
women who painfully developed the prin- 
ciples themselves, it is possible today to sum- 
marize a number of the important character- 
istics of the modern mental hospital under 
10 headings. 


1. The hospital must be located where it 
can be staffed. 


Since it is a hospital and since its purpose 
is the administration of medical care, it must 
be situated where a full-time staff of compe- 
tent specialists can be assembled and where 
expert consultative services can be easily 
secured. 

Staffing, however, involves more than doc- 
tors alone. The hands and eyes and brains of 
each physician must be used to the greatest 
advantage, not only out of simple economic 
wisdom, but because of the desperate short- 
age in medical manpower that faces the coun- 
try at large. With skilled assistance from 
nurses and social workers, from psycholo- 
gists and occupational therapists, from psy- 
chiatric aides and volunteer workers, the psy- 
chiatrist can multiply himself many times 
over. In choosing a site, it is imperative that 
misdirected political pressures and the super- 
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ficially plausible advantages of cheap land or 
cheap unskilled labor be weighed against the 
hard realities of the staffing problem. With 
every staff member, from superintendent to 
gardener, integrally involved in the therapeu- 
tic mission, the hospital is a city in itself, but 
one that cannot exist in medical isolation. 
The suburbs of an even larger city, and of a 
rather special city at that, alone can answer 
the requirements for a hospital site. 


2. The hospital must be neither too small 
for efficient operation, nor too large for 
effective medical care. 


The medical advantages of patient classifi- 
cation into a number of behavioral groups 
with the resultant effect on the size and num- 
ber of separate nursing units; the need for 
such auxiliary therapy buildings as a gymna- 
sium, theatre, and recreational hall; the im- 
portance of adequately equipped occupational 
shops and the significant rdle played in total 
care by religious services in a dignified chapel 
all point to the economic impracticability of 
the small public mental hospital. 

In its professional aspects, the diversity of 
skills necessary in a full-time staff imposes 
almost unbearable economic burdens on the 
hospital having fewer than goo to 1,000 beds. 
Budgets are not generous enough to permit 
employment of the professional man whose 
services may be used no oftener than once 
a week, nor will physicians or skilled an- 
cillary medical workers remain in settings 
where they, do not exercise their profes- 
sional muscles, 

Institutions that by accretion or design 
have grown in size beyond the limits of all 
medical reality face so serious a handicap in 
the efficient administration of medical care 
that organized psychiatry has come to set 
1,500 beds as the maximum capacity at which 
optimal service can be rendered the patient. 


3. The mission of the mental hospital, as 
of the general hospital, is patient treatment. 


Practical economics and enlightened hu- 
manitarianism urge that effective individu- 
alized treatment be started as early as pos- 
sible and uninterruptedly continued for what- 
ever length of time there is good reason to 
believe an early remission can be obtained. 
The familiar reception building, which in the 


past served the convenience of the hospital 
administration more than the interests of the 
patient, is replaced by an admissions build- 
ing in which every incoming patient has a de- 
tailed and painstaking evaluation followed, 
except in the most stubborn of problems, by 
weeks or months of intensive therapy. 

For the resistive disorder that does not 
yield to this maximal initial effort, the long- 
range therapeutic artillery is called out. The 
gentle influences of environmental manipula- 
tion, emotional education, and step-by-step 
resocialization are brought to bear in the 
theatre, on the playing field, in the gymna- 
sium, and within the structured society of the 
nursing unit where every identifiable stress 
is regulated and where the patient who may 
have returned to the behavior patterns of 
childhood can be helped to rebuild a person- 
ality. Here the patience of the occupational 
therapist, the understanding of the nurse, 
the skill of the recreational worker, the in- 
sight of the psychologist, and the interpre- 
tative adroitness of the social worker are 
used to maximal effect under the guidance 
and direction of the physician. Here there 
are 2 alternative goals: first, the eventual 
return of the patient to society or, second, 
the maintenance of the patient through treat- 
ment at the highest attainable level of hos- 
pital adjustment. 

Cannot we lay once and for all the incom- 
petent and completely baseless view that the 
chronic mental patient receiving skilled and 
uninterrupted hospital treatment represents 
a therapeutic failure unless he is discharged 
from psychiatric care and restored to his 
rightful place in the community? His case 
is rather to be regarded as a brilliant thera- 
peutic success if, by treatment, he lives out 
his life on an open rather than a disturbed 
ward, if he can nurture a bed of flowers in 
the greenhouse rather than lie stuporous in 
a corner of the day room, if he can smile 
occasionally at a moving picture performance 
rather than know the unguessed anguish of 
uninterrupted mental torment. 


4. The modern mental hospital is con- 
ceived in unitary terms and is the product 
of careful and integrated planning. 


Like the architect’s dream of a planned 
city, the modern hospital is not a random and 
accidental collection of individual buildings 
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and services. Although it often may be built 
in stages, its final pattern is always clear. 
Much attention is paid to the complex in- 
terrelationship of its various structures, to 
site planning, to the maximum bed capacity 
beyond which functional dislocations and 
service breakdowns are to be expected. The 
intimate effects of the hospital’s physical 
structure on the calibre of medical care is 
nowhere more clearly demonstrated than in 
the personnel utilization studies recently un- 
dertaken at a number of psychiatric hospitals 
of comparable size. These have demonstrated 
that the properly designed institution can do 
the same job as the badly planned hospital 
with 20 to 30% fewer employees in every 
service category. We know that the modest 
sums spent in careful planning are often 
saved many times over through unexpected 
economies in the proposed construction in- 
vestment uncovered by the planning itself. 
They are certainly liquidated a thousandfold 
when permanent lowering of the hospital’s 
operational expenses can be obtained by a 
more efficient design. 


5. The modern hospital is functional. 


Each element of the hospital is thought- 
fully designed for the particular purpose it 
is to discharge. Ward buildings are planned 
only after a detailed analysis of the specific 
type of patient who will be cared for, of the 
therapeutic services to be offered, of their 
place in the total hospital program, and of 
the room arrangements that wiil best con- 
tribute to the patient’s comfort and to the 
efficient discharge of staff functions. The 
existence of a level building site and the 
presence of a standard dormitory plan in the 
blueprint drawer are no longer all that is 
necessary to start the construction of a 
hospital. 


6. The hospital offers total medical care. 


Mental illness does not immunize the 
afflicted patient against infection, against 
injury, or against metabolic disorder. Up- 
to-date laboratories, air-conditioned operat- 
ing rooms, special diet kitchens, surgical 
nursing units—in fact, all of the resources 
of the progressive general hospital are today 
essential parts of the modern mental insti- 


tution. Staffing and budgetary considera- 
tions may, of course, prevent the excellent 
little community hospital from widely using 
the advanced technological adjuncts that are 
possible at a great university medical center. 
The ideal of total medical care must, of 
course, be realistically interpreted both for 
the mental hospital and for the general com- 
munity clinic. When, however, one speaks 
of realism, in this connection, it is medical 
realism that is meant, and not that combina- 
tion of procrastination, penury, and prejudice 
that sometimes dignifies itself with the same 
name. 


7. The atmosphere of the modern mental 
hospital is warm, cheerful, and human. 


No competent authority today believes that 
the sullen architecture of the old forbidding 
asylums contributed to patient welfare. 
There has been a rediscovery of the impor- 
tance of color, of livability, of the human 
scale. We do not expect man to measure up 
to a monument. We do expect modern hos- 
pital buildings to measure up to man, to his 
need for comfort, for tranquillity, and for 
hope. There is no phase of modern hospital 
planning in which the genius of the under- 
standing architect is more strikingly dis- 
played, and no investment of thought and 
imagination that pays surer dividends. 


8. The modern mental hospital is a part of 
the community it serves. 


There is pressing need for community 
understanding of the rdle the hospital now 
plays in the treatment of mental disorder 
and can play in its prevention. ,. The modern 
hospital is no Oak Ridge, but it can be mis- 
taken for one if the visitor is challenged by 
a sentry at the gatehouse, finds himself be- 
hind unscalable fences, and is oppressed by 
the sight of barred windows, which he con- 
cludes must confine dangerous enemies of 
society rather than pitiful victims of malig- 
nant disease processes. 

There are many concrete things that con- 
tribute significantly to a healthy integration 
between a community and the modern hos- 
pital: pleasant grounds, gracious building 
lobbies, an efficient communications system 
that simplifies appointments and brings visi- 
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tors into touch with staff members without 
confusion, retiring rooms for the grief- 
stricken relatives, supervised playgrounds 
and a day nursery where young children may 
be cared for during the family’s visit, ade- 
quate automobile parking space, a few class- 
rooms for group education, an auditorium 
for medical society meetings, perhaps even a 
club room where the local chapter of Alco- 
holics Anonymous or the Friends of the Fair- 
view State Hospital hold meetings. 


9g. The modern mental hospital keeps 
abreast of technological advances. 


A calculated course is steered between the 
extremes of traditionalism and faddishness. 
The alert superintendent is eager for new 
ideas, for better ways of doing old jobs, and 
particularly for timesavers. The notional 
manufacturers’ representative and the high 
pressure salesman get little of his attention, 
but the man with a sound idea will quickly 
come to number among his strongest backers 
the administrative authorities of the modern 
mental hospital. There is a constant search 
for technical devices, structural improve- 
ments, and administrative simplifications that 
will free the professional staff for direct 
therapeutic effort with patients and increase 
the time they may devote to the supervision 
of ancillary workers and junior associates. 
The efficiency of the assembly line is sought 
for in the many housekeeping functions of 
the hospital, while the human intimacy and 
the attentive personal interest of the con- 
sultation room become the goal in every 
contact between patient and staff. 


10. The modern hospital is a center for 
training and research. 


The sleekest hospital conceived by man is 
only as good as the purposes, the skills, and 
the motivations of those who eventually staff 
it. It takes people to bring a hospital alive, 
to turn it from an empty pile of masonry and 
steel into an active force for good. Medical 
staffs cannot be assembled like a Swiss watch. 
They must be forged like the blade of a 
Damascene sword. The hammer is called 
training and the fire, research. Medical 
training goes back in an unbroken line to 


Hippocrates and beyond; research to the 
dawn of speculative thinking and the birth 
of the scientific age. Today we see more 
clearly than ever before the nuclear place of 
these twin influences in terms not only of 
scientific advance, but of the very existence 
of medicine itself. It is this realization that 
truly distinguishes the modern hospital just 
as it has the great medical institutions of the 
past. Today, as hospital administrators, we 
consciously create the material environment ; 
set aside the workrooms, the lecture halls, the 
laboratories, and then wait in the hope that 
we can again see the tremendously exciting 
transmutation of ignorance into interest, of 
interest into knowledge, and of knowledge 
into wisdom. 

We have listed 10 of the characteristics 
of the modern mental hospital that quickly 
come to mind, not in the belief that there are 
only 10, or that a full definition of so com- 
plex a thing as a hospital has been achieved, 
but rather as an appeal for thought and for 
action by organized psychiatry. Mental hos- 
pitals are being built today and planned for 
tomorrow that will stand for decades, monu- 
ments to our attentive concern with the prac- 
tical realities of patient care, or painful re- 
minders that we failed to organize our beliefs 
in time, or work effectively for their applica- 
tion. 

It would be unlikely that the broad area 
of agreement among psychiatrists as to the 
characteristics of the modern mental hospital 
has been encompassed in the present analysis. 
To summarize what the writer conceives as 
the basic psychiatric tenets, we can say that 
such a hospital is always located where it 
can be staffed. It is neither too small for 
efficient operation, nor too large for effective 
medical care. Its mission, just as in the case 
of a general hospital, is patient treatment. It 
is conceived in unitary terms, and is the prod- 
uct of careful and integrated planning. It 
is functionally. designed and offers total 
medical care to its patients. The emotional 
atmosphere is warm, cheerful, and human, 
and the hospital always becomes a closely 
integrated part of the community it serves. 
It keeps abreast of technological advances, 
and is proud of its place in medical training 
and jealous of its privilege to contribute by 
research to human progress. 
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MILITARY PERFORMANCE OF A GROUP OF MARGINAL NEURO- 
PSYCHIATRIC CASES 


WILLIAM A. HUNT, Pu.D.,2 Evanston, CECIL L. WITTSON, M.D.° Omana, Nes., AND 
EDNA B. HUNT, Evanston, ILL. 


This study of the medical and service 
records of a group of marginal neuropsychia- 
tric cases, all of whom successfully com- 
pleted 3 years of military service, has 2 ob- 
jectives. In the first place we were interested 
in evaluating the criterion, “Successful Com- 
pletion of Military Service.” In assessing 
the military serviceability of neuropsychiatric 
cases, it is commonly assumed that, if the 
individual completes his period of service 
and receives an honorable discharge at its 
conclusion, he has demonstrated his value 
to the military service. In one sense he has, 
but previous studies(2, 3, 5) have demon- 
strated that the quality of his service is not 
up to that of the nonneuropsychiatric or 
“normal” serviceman. By following the 
medical and service records of a group of 
known neuropsychiatric cases, we hoped to 
find further information confirming the qual- 
ity of their military performance. If they 
constitute a greater medical and disciplinary 
responsibility to the services this fact should 
be taken account of in any actuarial study of 
the efficient use of manpower in a military 
emergency. The second question that we 
were interested in was the significance, in 
terms of the prediction of actual behavior, 
of some of the common diagnostic categories. 
We had previously studied the reliability of 
such categories(4). We now wished to know 
whether they would show behavioral differ- 
ences in a military situation. In essence, this 
part of our investigation was both a study 
in descriptive psychiatry and indirectly a 
validity study of the diagnostic categories 
involved. 


1 Read at the ro8th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J., 
May 12-16, 1952. 

This study is part of a larger project subsidized 
by the Office of Naval Research under their policy 
of encouraging basic research. The opinions ex- 
pressed, however, are those of the individual au- 
thors and do not represent the opinions or policy of 
the naval service. 

2 Northwestern University. 

8 University of Nebraska College of Medicine. 
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The cases investigated were all men who 
had been referred to the psychiatric unit of 
a naval training center for study and for 
possible separation from the service for neu- 
ropsychiatric reasons during the year 1942 
(1). They were held on the observation ward 
of the psychiatric unit and given careful psy- 
chiatric examination before their cases were 
disposed of. As further criteria for inclusion 
in our sample it was arbitrarily decided: (1) 
that each man should have been adjudged 
“marginal” and should have been sent to 
duty as capable of rendering military service ; 
(2) that each man should have been studied 
by at least 2 members of the psychiatric staff, 
and that the diagnosis and decision on dis- 
position should have been unanimously 
agreed upon by every staff member seeing the 
case; and (3) that each man should have 
successfully completed 3 years of military 
service and have received an honorable dis- 
charge at its conclusion. It must be stressed 
that this, therefore, is not a randomly selected 
group of neuropsychiatric cases, but includes 
only cases that have completed successfully 
3 years of service. In this sense we are deal- 
ing with a group of “superior” or “better” 
cases whose performance is well above that 
of the usual neuropsychiatric case in the 
military services. The size of our sample 
was necessarily limited by the rigidity of our 
selection criteria. There was also some loss 
from the original sampling owing to the in- 
ability to obtain medical and service records 
on some of the men. Previous studies had 
shown, however, that such loss of records 
does not introduce any bias into our samp- 
ling (2, 3). 

After careful combing of our records, we 
obtained 628 cases that fit our criteria, of 
which 91 were nonneuropsychiatric cases, 
introduced as a control group. All of these 
had been studied on the observation ward 
and had been unanimously diagnosed as false- 
positives, or normal individuals not suffering 
from any neuropsychiatric defect, who had 
been mistakenly referred to the observation 
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ward for study. The normal control group 
that we are using thus is better defined than 
most “normal” groups since each individual 
received a careful psychiatric evaluation be- 
fore being placed in that category. Of the 
neuropsychiatric cases, 120 were suffering 
from a neurosis of some type, 97 were diag- 
nosed as schizoid personalities, 102 were 
men in whom alcoholism presented the pri- 
mary symptomatic picture, 121 were indi- 
viduals of low intelligence, with a mental 
age of 12 years and 6 months or below 
(range from 9-6 to 12-6 with a mean of 11), 
and 97 were psychopathic personalities of 
the asocial type. The medical and service 
records of each man were then obtained and 
an analysis was made of both hospitalization 
and disciplinary difficulties. Hospitalization 
was defined as any admission to a naval hos- 
pital for any reason whatsoever, and disci- 
plinary difficulty was defined as any court 
martial ranging in severity from a captain’s 
mast or deck court to a general court martial. 

It should be stressed that the diagnosis 
made on the observation ward of the psychi- 
atric unit was entered only in the unit’s pri- 
vate records and was not entered on the re- 
cruit’s permanent health record where it 
might prejudice his subsequent career in the 
service. Thus for the purposes of this study 
there was no contamination. 

An analysis of the hospital records of the 
various diagnostic groups was made in terms 
of the percentage of the group hospitalized 
one or more times, the total number of days 
lost in the hospital, and total number of hos- 
pitalizations. The results are presented in 
Table 1, where we see that, while only 4% of 
the normal control group was hospitalized at 
any time during their 3 years of service, 17% 
of the neurotics, 24% of the schizoid per- 
sonalities, 27% of the alcoholics, 24% of 
those individuals with low intelligence, and 
20% of the psychopaths were hospitalized 
during their period of service. The differ- 
ences between the control and neuropsychi- 
atric groups are all statistically significant 
at the 1% level of confidence, or less (less 
than 1 chance in 100 that they could have 
occurred by chance alone). While there are 
further differences among the neuropsychi- 
atric groups themselves, these do not achieve 
statistical significance. It is obvious from 


Table 1 that, while our marginal clinical 
groups did serve 3 years, they constituted a 
more serious strain on our medical resources 
than did the normal group. In this sense 
the quality of their service was not as good. 
It should be pointed out that in only one 
case was the hospitalization directly con- 
nected with the neuropsychiatric diagnosis 
involved, i.e., none of the neurotics was hos- 
pitalized for neuropsychiatric reasons and 
only one of the alcoholics was hospitalized 
for alcoholism. These cases, rather, repre- 
sent the large mass of physical complaints 
existing concomitantly with, arising from, or 
interacting with, precarious psychological 
adjustment. 

An analysis of disciplinary difficulty was 
then made in terms of the percentage of each 
group that was involved one or more times 
in such difficulty during the period of service. 
Table 2 presents this material. Here again 
we see the same general result that appeared 
in Table 1. From the disciplinary angle, our 
neuropsychiatric cases are not as good as 
our normal controls. While only 12% of the 
normals ran into disciplinary difficulty at any 
time during their service, 10% of the neu- 
rotics were in disciplinary difficulty, 26% of 
the schizoid personalities, 41% of the alco- 
holics, 45% of those of low intellectual 
ability, and 62% of the psychopaths. The 
one exception to the rule in this table is the 
neurotics, whose disciplinary record is no 
worse than that of the control group. The 
differences between the normals and neu- 
rotics and the other clinical groups again are 
statistically significant at the 1% level of 
confidence or less. In Table 2 the further 
differences between the clinical groups them- 
selves are more pronounced and do achieve 
statistical significance. The schizoid person- 
alities have a statistically significant better 
disciplinary record than the alcoholics (5% 
level of confidence) and the individuals of 
low intelligence (1% level) ; and in turn 
the alcoholics and the intellectually dull are 
better than the psychopathic personalities 
(1% level). Once more it is obvious that, 
while our clinical cases did complete 3 years 
of service, the quality of the service was not 
as good as that of the normals. In the case 
of the psychopathic personalities the inci- 
dence of disciplinary difficulty was particu- 
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larly outstanding. It should be remembered 
that not only does a disciplinary infraction 
itself indicate some disruption of service 
efficiency on the part of the erring individual, 
but that the processing of the trial or court 
martial involves a large amount of time taken 
from the programs of other personnel who 
might be more profitably employed. 
Differences are beginning to appear in 
Tables 1 and 2 between our various diag- 


accord with the clinical predictions that 
would be made on the basis of the diagnoses 
involved, and the consistency between the be- 
havioral manifestations and the diagnostic 
categories is at least a partial confirmation of 
the clinical usefulness of these diagnoses. 
In an attempt to develop further these 
differences between our clinical groups, we 
decided to analyze the reasons for the dis- 
ciplinary actions involved in Table 2. For 


TABLE 1 


HospitaL Recorp or ALL Groups 


N 
120 


97 
102 


Classification 
Normal controls 
Neurotics 
Schizoid personalities 
Alcoholics 

121 Low intelligence 

97 Psychopaths 
* Only one of these was for alcoholism. 


TABLE 2 
DIscIPLINARY Recorp oF ALL Groups 


Classification 
Normal controls 
Neurotics 
Schizoid personalities 
Alcoholics 
Low intelligence 


Total 
days lost 
104 
807 
970 
1,880 
1,334 
1,380 


Total number 
hospitalizations 


this analysis we selected 3 types of infrac- 
tions that seemed to us to have definite clini- 
cal and social significance: absent from 
duty over leave (AOL) or without leave 
(AWOL), misuse of alcohol (intoxicated 
while on duty), and insubordination. The 
percentages of each group showing one or 
more of these charges in their disciplinary 
record were computed. The results are pre- 


TABLE 3 


Reasons For DiscipLinary ACTION 


Classification 
Normal controls 
Neurotics 
Schizoid personalities 
Alcoholics 


nostic categories. Thus, in comparison with 
our normals, the neurotics present a medical 
problem but no disciplinary one. All the 
other clinical groups pose both a medical and 
disciplinary problem with the medical prob- 
lem about equal among them, but the dis- 
ciplinary problem being somewhat less among 
the schizoid personalities, worse among the 
individuals of low intelligence and the alco- 
holics, and particularly severe with the psy- 
chopathic personalities. This picture is in 


or AWOL 


Alekolic 
difficulty 
I.1 
6.7 
0.0 
10.8 
2.5 
10.3 


% AOL 


1.7 
4.1 
78 
7-4 
22.7 


Total 
days lost 
II 
16 
36 


225 
183 
366 


sented in Table 3. In some cases multiple 
charges and repeated offenses were involved. 
A careful examination of Table 3 shows 
that behavioral differences do appear be- 
tween our various diagnostic categories. 
While the neurotic is no greater disciplinary 
problem than the normal, when disciplinary 
trouble does arise a greater proportion of 
it is attributable to the misuse of alcohol 
(5% level of confidence). The schizoid per- 
sonality is a greater disciplinary problem than 


33 
37 
34 
ie 
Disciplinary 
N cases i 
120 
* 97 
102 
121 
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120 OF 
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the normal but the problem does not involve 
alcohol. The alcoholics are a significantly 
greater problem and AOL or AWOL (1% 
level), misuse of alcohol (1% level), and in- 
subordination (5% level) are all involved. 
The same is true of individuals of low in- 
telligence, but the misuse of alcohol is not 
significantly greater here than among nor- 
mals. The psychopathic personalities differ- 
entiate themselves from the normals on all 
3 counts, but are particularly outstanding 
for the incidence of insubordination. 


DISCUSSION 


From the military point of view, the fol- 
lowing summary of the behavior of our 
clinical groups as compared with the normal 
group can be made. The neurotic group con- 
stitutes a hospital problem but not a disci- 
plinary one. When he is guilty of some 
offense, however, the neurotic individual 
shows a disproportionate amount of alco- 
holism. Schizoid personality is both a hos- 
pital and a disciplinary problem, with disci- 
plinary problems not alcoholic. The alco- 
holic is both a hospital and disciplinary 
problem, with leave infractions, alcoholism, 
and insubordination prominent among his 
disciplinary problems. The individual of low 
intelligence is both a hospital and disciplinary 
problem. His disciplinary problems are 
characterized by leave infractions and in- 
subordination but not by the misuse of alco- 
hol. The psychopathic personality is both 
a hospital and disciplinary risk. His offenses 
are characterized by the misuse of alcohol, 
and markedly by leave infractions and in- 
subordination, the latter being his outstand- 
ing manifestation. We have discussed else- 
where (4) the much abused subject of diag- 
nostic classification but we may add here 
that our data show the significance of the 
categories used in this study and point to 
genuine behavioral differences whose pre- 
diction is of real importance in a socially 
significant situation. In this sense our study 
must be considered as validating the diag- 
nostic process and the utility of the cate- 
gories we have selected for study. 

An analysis was also made of the inci- 
dence of venereal disease (defined as hos- 
pital treatment for such) among our groups. 
Unfortunately or fortunately, depending 
upon whether one assumes a scientific or a 


social viewpoint, the incidence was not great 
enough to yield significant samples. While, 
therefore, the differences have no statistical 
significance, we are reporting them as cases 
possibly of interest. The normals included 
no venereal cases nor did the intellectually 
dull or the psychopathic personalities. There 
were 2 cases among the neurotics, and 3 
each in the alcoholic and schizoid person- 
ality group. 

We have other incidental data on the 
relationship between personality disorder 
and venereal disease that may be of interest 
here. We have studied the incidence of 
venereal disease in samples of 2,259 men 
honorably discharged, 250 neuropsychiatric 
discharges, and 110 disciplinary discharges. 
The venereal rates in these groups were 
respectively 1.8%, 4.4%, and 9.1%. 

Our original prediction that the diagnosed 
marginal neuropsychiatric cases, even when 
successfully completing 3 years of military 
service, would nevertheless make a poorer 
medical and disciplinary showing than did 
the normal naval recruit, has thus been con- 
firmed. The use of an honorably completed 
tour of duty as a criterion for assessing the 
military serviceability of marginal neuropsy- 
chiatric cases appears as at best incomplete 
for determining the actual military efficiency 
of such individuals. Any actuarial study of 
neuropsychiatric selection policies for the 
military service must take account of the 
lower quality of the service of these mar- 
ginal cases, and of the added strain they 
impose on the medical and disciplinary 
facilities. 
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CASES * 


A Fo.iow-vup Srupy or 115 Cases 


T. M. LING, M.D., M. R. C. P.,2 D. M. ZAUSMER, B. Sc., M. B., B. S., D. P. M.,3 anp M. HOPE, B. A.‘ 
HorsHaM, Sussex, ENGLAND 


In view of the wide interest in vocational 
rehabilitation of psychiatric cases, this study 
of 115 cases in the United Kingdom may be 
of value. 

Prior to World War II, little interest was 
shown in the resettlement of physically or 
psychiatrically handicapped cases except for 
the sporadic work of individual social work- 
ers. During the war the shortage of man- 
power stimulated a Government enquiry into 
the rehabilitation of disabled persons. The 
findings were published as the Tomlinson 
Report (1943) in which the psychiatric rec- 
ommendations were as follows: 

1. That a neuropsychiatric service be es- 
tablished on a regional basis to which difficult 
cases could be referred, with facilities for 
the follow-up of problem cases. 

2. That a specialised service, within the 
Employment Exchange machinery, should be 
set up to deal with the placing of disabled 
persons in employment and with the follow- 
up of cases to ensure satisfactory resettle- 
ment. 

These recommendations were embodied in 
the Disabled Persons Act (1944), and as a 
result there is now a Disablement Resettle- 
ment Officer (D.R.O.) at every Employ- 
ment Exchange of the Ministry of Labour 
throughout the country. 

A number of investigations during the war 
years, including those of Lewis(1) and Gutt- 
man and Thomas(2), indicated that men dis- 
charged from the armed forces on psychiatric 
grounds experienced great difficulty in settling 
down to work in civilian life. Further concern 
was aroused when Russell Fraser(3) pub- 
lished the results of an extensive investiga- 
tion into the incidence of neurosis among 
factory workers. He showed that, ina sample 


1From the Roffey Park Rehabilitation Centre. 
2 Medical Director. 

8 Recent Junior Hospital Medical Officer. 

Recent Social Worker. 
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of 3,000 workers, between one-quarter and 
one-third of all sickness absence was due to 
neurosis and 10% of the persons examined 
had suffered from disabling neurosis during 
the 6 months under review. 

Since the inauguration of the National 
Health Service in 1948, increasing interest 
has been taken in psychiatric rehabilitation. 
The function of the new D.R.O. service in 
specialised groups has been studied by Har- 
ris and Lane(4), Maxwell Jones(5), and 
Ling, Purser, and Rees(6). The present 
investigation was undertaken to determine 
the efficacy of the joint work carried out by 
Roffey Park Rehabilitation Centre, and the 
regional machinery of the Ministry of La- 
bour. The problem formulated was the fate 
of psychoneurotic patients with occupational 
difficulties, who had been referred to the 
D.R.O. by the medical staff of the Centre 
for placement. 


METHOD OF INVESTIGATION 


One hundred consecutive cases fulfilling 
these criteria were selected from the admis- 
sions after January, 1948. With the con- 
sent of the Ministry of Labour, all the local 
D.R.O.s concerned with placement of these 
patients were requested to report on their 
employment records since discharged from 
the Centre. Fifteen patients were untraceable, 
and so the next 15 consecutive admissions 
were substituted. This enquiry was com- 
pleted in 10 weeks (May to August, 1950). 

The second part of the survey was carried 
out by a social worker, and was designed to 
supplement the D.R.O.s records with data 
concerning the health and social adjustment 
of this group during the follow-up period. 
Ninety-seven patients resident in widely 
scattered parts of England were visited over 
a period of 10 weeks; information about 2 
patients was obtained from the mental hos- 
pitals to which they had been admitted ; one 
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patient had left the address given by the 
D.R.O. and was untraceable. 


DESCRIPTION OF THE SAMPLE 


The types of cases admitted to Roffey Park 
have been described elsewhere by Ling et al. 
(6). In general, such cases “present serious 
occupational problems in the form of obvi- 
ous maladjustment or long absence from 
work, but who appear to have fundamentally 
good personalities.” The patients in this 
series were referred to the D.R.O. at Roffey 
Park and his interviews were preceded by 
discussions with the psychiatrist and social 
worker. This teamwork ensured that the 
D.R.O was fully informed of the psychosocial 
factors involved in each case. 

During the period of 13 months (January 
1948 to February 1949) in which these 
II5 cases were treated, 1,019 patients passed 
throygh Roffey Park. Thus, 11% of all 
case$ treated at that time were considered 
by the medical staff to be in need of expert 
placement by the D.R.O. service. It is in- 
teresting that, in the United States, Rennie, 
Burling, and Woodward(7) found that, 
in most hospitals surveyed, between 10% and 
15% of psychiatric patients needed a re- 
habilitation service. 

In this sample there were 79 men and 36 
women. The average age was 31 years ; 73% 
were under 35. Forty-three percent were 
married, 54% were single, and the remainder 
were widowed or divorced. Thirty-two per- 
cent had had a higher education. On an 
intelligence rating (Raven’s Progressive 
Matrices Test) 46% were above average. 

Only 10% had symptoms for less than 6 
months prior to admission; 28% had them 
between 6 months and 2 years ; and 62% had 
symptoms for a prolonged period. The pre- 
vious work record showed 13% with a good 
record, 47% a fair record, and 40% a poor 
record. The previous personality was rated 
as follows: good 5%, average 29%, inade- 
quate 60%, very inadequate 6%. (The un- 
traceable group did not differ significantly 
from the total sample in respect of age, sex, 
marital status, education, intelligence, dura- 
tion of symptoms, work record, previous 
personality.) 

The state of employment at the time of 
admission to Roffey Park was as follows 


(the figures in parentheses relate to the pa- 
tients interviewed at the follow-up) : 93 (81) 
persons were employed, 10 (7) women were 
performing domestic duties and 10 (10) 
persons were unemployed (in 2 cases the 
employment was not known). Of the em- 
ployed 1 (1) was administrative, 9 (7) 
technical or executive, 23 (21) clerical, 14 
(12) skilled, 19 (17) semi-skilled, and 27 
(23) unskilled. 


RESULTS OF THE FOLLOW-UP 
EMPLOYMENT 


At the time of the social worker’s inter- 
views 83 persons (65 men and 18 women) 
were employed, 5 women were on household 
work, 9 persons (6 men and 3 women) were 
unemployed, and 2 women were in hospital. 
Of the employed, 4 were technical or execu- 
tive, 23 clerical, 28 skilled, 16 semi-skilled, 
and 12 unskilled. As might be expected, 
there were proportionately more women in 
clerical jobs. 

Comparing these findings with the records 
at the time of admission it is apparent that 
there is little change in the ratio of employed 
to unemployed, but there is a significant 
change in the distribution of occupational 
categories. There is a decrease in the number 
of higher-grade workers, a large increase 
in the number of skilled craftsmen, and a 
decrease in the number of unskilled workers 
at the follow-up. This anomaly is difficult to 
explain unless we assume that the differen- 
tiation between the skilled and technical cate- 
gories has been too stringent. Lumping the 2 
categories together it appears that there has 
been an upward trend in the skilled trades 
during the follow-up period. 

Sixty patients were employed within 5 
weeks of discharge and 31 within 2 weeks. 
During the period under review, 38 persons 
held 1 job consistently, 22 held 2 jobs, 18 
held 3 jobs, and 16 held 4 to 6 jobs. (The 
women changed their jobs less often than the 
men, the difference being statistically signifi- 
cant.) Of the remaining 5 who were never 
employed, 2 women returned to domestic 
duties, 2 women were admitted to hospital, 
and 1 man left a Government Training 
Centre after 11 weeks and did not seek re- 
employment. Of those working at the time 
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of the survey, 42 had been employed for 
over I year, 23 from 3 months to I year, and 
18 for less than 3 months. 

The attitude of the employed to their work 
was compared with their attitude prior to 
admission: 39 enjoyed their work more, 19 
expressed unchanged attitudes, and 23 found 
their work less congenial than formerly (in- 
formation about 2 patients was lacking). 
There was a significantly higher proportion 
of women who enjoyed their present work 
more than before. 


HEALTH 


A rough evaluation of the state of health 
of each patient was attempted by comparing 
the clinical picture at the follow-up with the 
psychiatric report on admission. Using a 3- 
point rating the following results were ob- 
tained: improved 38, unimproved 43, worse 
18. Among the latter were 2 female patients 
who had been admitted to mental hospitals, 
one with a chronic paranoid psychosis and 
the other with a severe obsessional neurosis. 

During the follow-up period 43 had less 
than 1 week’s sickness leave, and 20 had 1 
to 4 weeks’ leave ; 27 received no sickness or 
unemployment benefits during that period. 


HOME CONDITIONS 


According to an assessment of the patient’s 
readjustment to their environment, 34 were 
satisfactorily resettled, 37 had fairly satis- 
factory homes, and 26 were living unsatis- 
factorily. Twenty-three had wide interests, 
42 had the average recreations and hobbies, 
and 32 had limited leisure pursuits. 


GOVERNMENT TRAINING COURSES 


Twenty-one patients (19 men and 2 
women) were recommended for occupational 
training at the Government Training Centres. 
Of these, one left the tailoring course after 
one day because he was put in a hostel with 
some European voluntary workers whom he 
disliked, and 4 stayed less than 4 weeks. 
Only 10 were in occupations directly related 
to the training received at the time of the 
follow-up. 

Of the 5 trained in house decorating, one 
became a lorry driver because he was afraid 


of climbing ladders ; 3 were worried because 
of the irregular nature of the work and its 
dependence upon the weather, and one of 
these was planning to go into other work as 
soon as possible. Of the 2 trained in carpen- 
try, one left after 3 weeks and was unem- 
ployed at the follow-up; the other became a 
driver. One patient left the shorthand-typing 
course after 4 weeks to become a storeman in 
a cotton mill. Another patient left the horti- 
culture course after 4 weeks and became a 
railway clerk. A trained electrician became a 
driver. A tailor took a job as a capstan 
machinist in a bicycle factory. One patient 
stayed only 4 weeks at the cabinet-making 
course, and left to become a process worker 
in a soap factory. A plumber became a fire- 
man in a tile works. Of the 2 trained in 
watch repairing, one was working in his 
training trade and the other was unemployed. 
The remaining 5 patients, trained as type- 
writer mechanic, general farmer, coach body 
builder, cook, and hairdresser, were working 
in their training trades. 

An important observation that emerged 
from this investigation was the disturbing 
effect of delay in starting training after dis- 
charge from Roffey Park. The speed with 
which the D.R.O. service implemented the 
medical recommendation varied from region 
to region. The amount of delay is shown by 
the following figures: 2 patients commenced 
training with no delay ; 1 waited 2 weeks for 
the course, which he did not complete; 6 
waited 3 weeks (in one case the delay was 
due to a fractured metatarsal) ; 1 commenced 
work after discharge and later asked to be 
trained but did not complete the course; 1 
waited 3 weeks for admission to an Industrial 
Rehabilitation Centre, followed by 4 months’ 
delay before starting a course, and a further 
3 weeks before starting work; one patient 
obtained a job during the 4 weeks’ waiting 
period ; there was a delay of 5 weeks in one 
case; another started training 6 weeks after 
discharge and then had 6 weeks’ unemploy- 
ment interspersed between 3 jobs, some of 
which was due to sickness ; there was a delay 
of 2 months in one case; one patient waited 
5 months to attend the G.T.C. and did odd 
jobs in the interval; another had to wait 6 
months and obtained temporary employment ; 
2 were delayed 7 months and 1 of these left 
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the course before completing the training ; 
and finally one patient had further psychi- 
atric treatment before starting training 8 
months after discharge. 

The reasons for the delays were sometimes 
beyond the control of the local D.R.O.s, such 
as infrequent training courses, but in many 
cases it is felt that the administration was at 
fault. Judging by the patients’ accounts 
even short delays were accompanied by 
anxiety with a consequent lowering of mo- 
rale. It is suggested that this factor might 
contribute to the subsequent end-result of 
training. 

DIscussION 


The present deficiencies in this field of 

investigation have been cleariy stated by 
Rennie et al.(7). 
There is need for a conclusive statistical evaluation 
of the results of vocational rehabilitation efforts 
with the psychiatrically handicapped based on stud- 
ies of much larger numbers than are now available. 
The time will come when it will be necessary to 
have a statistical basis to determine whether or not 
the expenditure of money and effort for the voca- 
tional rehabilitation of this group is justified. 


Unfortunately an adequately controlled in- 
vestigation was precluded by the compara- 
tively small number of cases of this type at 
Roffey Park and the many practical difficul- 
ties of assembling a control group. 

Nevertheless, we feel that this study was 
justified in bringing to light the results of 
collaboration in the United Kingdom be- 
tween the D.R.O.s and psychiatric staff, and 
some of the difficulties of implementing the 
Tomlinson Committee recommendation to 
follow-up these cases tu ensure satisfactory 
resettlement. 

In judging, it is necessary to take account 
of the background data of the sample. The 
main features are as follows: the preponder- 
ance of men (69%), the comparatively low 
age (under 35) of 73%, the large number of 
single persons (54%), the high standard of 
education of 32%, the poor work records of 
40%, the high proportion of inadequate 
personalities (66%), and the large number 
with prolonged symptoms (62%). 

Although the untraceable cases might have 
influenced the results considerably, as found 
by Guttman et al.(2), there were no indica- 
tions in the backgrounds of these cases to 


suggest that they would have fared worse 
than the interviewed group. In fact, in reply 
to the routine postal enquiry one year after 
discharge, the information received from 
3 subsequently untraceable patients showed 
that 2 were much improved and 1 improved 
in health, 2 were working full-time, and 1 
was unemployed. 

It may be of interest to compare the re- 
sults of this follow-up with those of other in- 
vestigations, bearing in mind the differences 
in the samples. Ling ef al.(6) describe a 
postal follow-up of 512 patients treated at 
Roffey Park between 6 to 12 months pre- 
viously in which 33.8% were much improved 
in health, 44.7% improved, and 21.5% un- 
improved. The corresponding figures for this 
investigation are as follows: improved 38%, 
unimproved 43%, worse 18%. One might 
conclude from these markedly different re- 
sults that this group had deteriorated more 
than cases treated at Roffey Park. But what 
is more probable, in view of the similar pro- 
portions between the 2 sets of figures, is 
that the difference is merely semantic, the 
“much improved” category of one corre- 
sponding to the “improved” category of the 
other, etc. 

Maxwell Jones(5) has reported the pre- 
liminary follow-up results of a hospital- 
treated group of psychiatric patients, which 
is to be compared with a nonhospital-treated 
control group; the full results are awaiting 
publication(8). The first 82 follow-ups 
showed that 55% of men had worked for the 
full 6 months since leaving hospital, and 17% 
had done no work at all. The comparable 
figures in this survey are 42% employed in 
the same job for over a year and 5% never 
employed. 

Hewitt(9) concluded from a yearly fol- 
low-up study of 50 unemployed men, 7 of 
whom were physically disabled, 17 mentally 
disabled, and 26 disabled owing to a com-' 
bination of mental and physical factors, that 
a third can be restored to full employment 
and a third are unemployable. 

Harris et al.(4) followed up 122 psychi- 
atric patients from the Maudsley Hospital 
who had been placed on the Disabled Per- 
sons Register. Six months after the hospital 
employment conference with the D.R.O. they 
found that 73 (60%) were employed, 39 
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(31%) were unemployed, and 10 (9%) were 
untraceable. Of those in employment 51 
(70% ) appeared well settled in their jobs and 
22 (30%) to be holding on to them pre- 
cariously. Seventeen (14%) had had no 
work at all since being put on the register. 
The corresponding figures in this survey 
are as follows: 72% employed, 14% un- 
employed, and 14% untraceable. Of those 
in employment 51% had been employed for 
over a year, 28% from 3 months to one year, 
and 21% for less than 3 months. Four per- 
cent had had no work during the period 
under review. 

Perhaps the most significant result of 
this investigation is the rather poor response 
to the Government Training Scheme: 21 
patients were recommended for training and 
5 gave up before the end. Of the 16 com- 
pleting training only 10 were working in 
their training trades, so the other 6 had pre- 
sumably wasted their time. It is hoped that 
these results will provoke further research 


_ to determine whether the expenditure of 


large sums of money on this scheme is justi- 
fied and, if so, to improve the present methods 
of selection of trainees in order to reduce 
wastage of public funds. 


SUMMARY 


1. A brief historical review of the modern 
machinery for the rehabilitation and re- 
settlement of psychiatric disabled persons 
in the United Kingdom is described. 

2. The present investigation was designed 
to discover the fate of psychoneurotic pa- 
tients who had been referred to the D.R.O. 
for placement and thereby to determine the 
efficacy of the joint work carried out by 
Roffey Park Rehabilitation Centre and the 
D.R.O. service. 

3. The method of investigation consisted 
of the follow-up by D.R.O.s of 115 consecu- 
tive cases about 2 years after hospitaliza- 
tion; 15 were untraceable. A social worker 


then interviewed 97 of these patients; of 
the 3 remaining, 2 were in mental hospitals 
and 1 was untraceable. 

4. A description of the sample at the time 
of admission to Roffey Park is included. 

5. The results of the follow-up are enu- 
merated. There appears to be little change 
in the ratio of employed to unemployed, but 
there is an apparent increase in the propor- 
tion of skilled workers. 

6. Thirty-eight patients had improved in 
health, 43 were unimproved, and 18 were 
worse than on admission to Roffey Park. 

7. Thirty-four patients were living satis- 
factorily at home, 37 had fairly satisfactory 
homes, and 26 were living unsatisfactorily. 

8. Twenty-one patients were recom- 
mended for Government Training Courses. 
Five gave up before the end; of the 16 com- 
pleting training only 10 were working in 
their training trades. The disturbing effect 
of delay in starting training is stressed. 

g. The results are discussed and com- 
pared with those of other investigations. 

10. A plea is made for further research 
to discover whether the expenditure on the 
Government Training Scheme is justified 
and to improve the present methods of selec- 
tion of trainees. 
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A CRITICISM OF CURRENT USAGE OF THE TERM 
“SEXUAL PSYCHOPATH” 


KARL M. BOWMAN, M.D., ann MILTON ROSE, M.D., Dr. P.H., SAN Francisco, Cauir. 


In attempting to deal in an enlightened way 
with persons accused or convicted of sexual 
offenses, many state legislatures in recent 
years have passed special laws that are 
generally referred to as “sexual psychopath” 
laws. These usually require a sorting of 
offenders into 2 groups: (1) those who are 
to be labeled “sexual psychopaths” (or some 
equivalent term) and who are to be com- 
mitted as mentally ill, and (2) those who 
are not to be so designated and who are to 
be tried under regular criminal statutes. 
(We are not here considering sexual offenders 
who are known to be insane or mentally de- 
ficient persons, since these are dealt with in 
all states under time-honored laws govern- 
ing commitment to state hospitals. ) 

The administration of this new kind of sex 
legislation entails the establishment of cri- 
teria, presumably clinical, whereby the courts 
can readily sort out the mentally-ill offenders 
from the nonsick offenders. That the estab- 
lishment of such criteria of discernment has 
been exceptionally difficult if not impossible 
is attested to by the many demands for help 
in clarifying the term “sexual psychopath” 
that have come from judges, legislators, dis- 
trict attorneys, and others who are engaged 
in making, administering, and studying the 
law. The crucial factor in the success or 
failure of legal proceedings under these 
statutes is the definition of the mental condi- 
tion that makes an offender subject to psy- 
chiatric commitment rather than penal sen- 
tencing. 

The practical and theoretical problems 
raised by use of the term “sexual psycho- 
path” and its equivalents are fundamental in 
both psychiatry and the law. Analysis of 
these problems requires consideration of the 
main issues involved in understanding and 
controlling not only deviant sexual behavior, 
but all forms of antisocial behavior. This 
paper will deal with the nature of the diffi- 


1 Read at the 108th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J., 
May 12-16, 1952. 


culties that have been encountered in legal 
and medical attempts to solve the problem 
of defining the term sexual psychopath and 
suggested alternatives. Our hope is that this 
discussion will be useful in bringing about 
revision of present sex legislation so that it 
is neither behind nor ahead of psychiatric 
knowledge, thus making its application to the 
public health and welfare smoother and surer 
than is presently the case. 


EVALUATION OF CRIMINAL SEX LEGISLATION 


Traditional sex legislation has been in- 
effective in controlling sex crimes, especially 
those violent crimes against which public pres- 
sure for legal control is especially strong. The 
criminal sex laws are concerned with 3 
groups of offenders: (1) those whose sexual 
behavior is morally condemned even though 
it is not potentially dangerous to others and 
is not a public nuisance; (2) those whose 
sexual behavior constitutes a serious nui- 
sance, is shocking and offensive to any mem- 
ber of the community who is subjected to it; 
and (3) those whose sexual behavior is 
dangerous to the life and health of others or 
is a threat to the emotional or physical wel- 
fare of children. If the laws were enforced 
as written, they would provide the necessary 
protection for the public, since they make 
available to the courts penalties ranging from 
short prison terms to life imprisonment and 
even death penalties for conviction of various 
sex crimes. 

_ Unfortunately, the criminal sex laws are 

practically unenforceable as written because 

of social and legal difficulties in bringing 

charges and obtaining convictions. 

PURPOSE AND PROVISIONS OF “SEXUAL PSY- 
CHOPATH” LAWS 


The inadequacy of traditional sex legisla- 
tion, together with a trend in modern thought 
to consider criminal behavior, especially crim- 
inal sexual behavior, as related to mental 
illness, has stimulated the legislatures in 
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about a third of the states to abandon crim- 
inal procedures and establish a system that 
will assure the isolation of abnormal sex 
offenders for as long as is necessary for the 
protection of society. The provisions of the 
sexual psychopath laws and the fact that 
the criminal statutes covering sexual behavior 
are retained intact indicate that a distinction 
is to be made between “sick” and “nonsick” 
offenders. 

So far, the special sex statutes have tried 
to make traditional use of psychiatric expert 
testimony in the operation of the new laws. 
If the court accepts expert opinion that an 
offender is mentally disordered as required 
by the law, then commitment to a suitable 
psychiatric institution is substituted for sen- 
tence to a penal institution. Policy varies 
from state to state upon the question of 
possible future criminal action and sentence 
after the offender is released as “cured” or 
no longer dangerous. 


“SEXUAL PSYCHOPATHY” IN PSYCHIATRIC 


CLASSIFICATION 


The term “sexual psychopath” is in wide 
use among psychiatrists, not as a specific di- 
agnostic term but as a descriptive label use- 
ful in certain administrative and teaching 
situations. There is considerable disagree- 
ment about what conditions or symptoms 
should be included under this classification, 
and even as to whether it really serves any 
useful purpose as a diagnostic category. 
There is a tendency currently to avoid the 
term, for the same reasons that the term 
“psychopathic personality” has been dropped 
from psychiatric nomenclature. Our knowl- 
edge is not sufficient to give it an exact 
meaning, and wide variation in usage and 
interpretation makes it increasingly a source 
of confusion and misunderstanding. 

Whatever term is used, this large group 
of mental disorders is separated from the 
others on one or both of the following con- 
siderations: first, that the disorder cannot 
readily be classified as one of the traditional 
so-called psychoses or psychoneuroses or as 
mental deficiency ; or, second, that the be- 
havior manifested by the patient in the ab- 
sence of criteria customarily employed to 
establish a diagnosis of psychosis, neurosis, 


or mental deficiency is essentially “odd” be- 
havior, especially such behavior as is dis- 
approved of by, or is considered inimical to, 
the interests of society. 

Thus, social maladjustment is the key di- 
agnostic sign in the diagnosis, and may cover 
such diverse phenomena as delinquency and 
law breaking in general; conspicuous lack 
of sociability, a tendency to wander ; patho- 
logic lying; emotional instability involving 
unpredictable outbursts of temper with irrit- 
ability and aggressiveness ; deviant sexual be- 
havior, from “excessive and chronic” mastur- 
bation to homosexuality ; and drug addiction 
of all sorts, including alcoholism. No wonder, 
then, that the term “psychopathic person- 
ality” has been called a catch-all term or the 
waste basket of psychiatric classification. 

What has been said of the general term’ 
“psychopath” applies also to the term “sexual 
psychopath.” Even though descriptive cri- 
teria for certain categories of sexual devia- 
tion can be set up so as to constitute a defini- 
tive clinical entity that can be labeled a form 
of sexual psychopathy, the main criterion for 
making this distinction would be a long 
record of repetitiveness or a pre-eminent 
preference for a sexual perversion—voyeur- 
ism, for example. But how long is “long?” 
How many repetitions constitute “repetitive- 
ness ?”” How eminent must an aberrant urge 
be to be “pre-eminent?” The famed Kinsey 
report has clinched beyond doubt the point 
that the members of the male sex, at any 
rate, admit active polymorphous sexual per- 
versity in varying proportions at one stage 
or another in their lives. 


CURRENT PSYCHIATRIC USAGE OF THE TERM 
“SEXUAL PSYCHOPATH” 


There are numerous statements in psychi- 
atric literature on the subject of psychopathy 
and sexual psychopathy that indicate an al- 
most universal realization of the importance 
of problems of definition in all current at- 
tempts to provide a sound scientific basis for 
sex offender laws. 

Specific traits attributed to sexual psycho- 
paths in psychiatric literature include the fol- 
lowing : irresponsible and repetitive abnormal 
sexual conduct, emotional instability, im- 
pulsiveness of behavior, lack of judgment, 
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blunting of ethical sensibility, and failure to 
appreciate seriousness of acts. Dr. O. Spur- 
geon English has listed 3 elements identify- 
ing sexual psychopathy: “Drive to sexually 
perverse behavior, accompanied by a strong, 
even violent urge to carry it out, and rage 
and violent thoughts about the object when 
thwarted.” Dr. Leon Saul specifies “chronic 
or episodic behavior or powerful urges to 
sexual behavior of any type which is offen- 
sive or dangerous to others,” as the criteria 
for sexual psychopathy. Dr. Hulsey Cason 
has listed 54 traits most commonly believed 
to characterize “psychopaths,” though these 
have no statistical significance in determining 
degrees of psychopathy. 

The range of authoritative medical opinion 
as to the definition and possible applications 
of the term sexual psychopath is so broad 
and the scientific data and formulations un- 
derlying it are so tentative, that the term is 
used too loosely to be meaningful as a di- 
agnostic label. Further refinement of psy- 
chiatric nomenclature can be expected to 
clear up much of the present confusion 
surrounding the use of the term. Until then 


_ it is important that tentative, clinically useful 
psychiatric terminology relating to the per- 
sonality pattern disorders not be forced into 
legal statutes as final and definitive. 


LEGAL DEFINITIONS OF THE TERM “SEXUAL 
PSYCHOPATH” 


The definitions of sexual psychopath set 
down in the statutes make use of both legal 
and psychiatric descriptive terms for the be- 
havior and psychological conditions believed 
to characterize the mentally-ill sex offender. 

Such terms as “emotional instability,” “im- 
pulsiveness of behavior,” “emotional imma- 
turity,” and “excessively self-centered atti- 
tude,” used in the legal definitions, have 
extremely broad limits of application among 
normal and mentally-ill, alike. The meaning 
and proper application of these descriptive 
terms are open to too many interpretations 
to allow for their being applied consistently 
or with scientific accuracy. The lack of 
accord on this matter between psychiatrists 
consulted by the courts for diagnosis and the 
institutional authorities who receive the com- 
mitted offenders is emphasized in the records 


showing that, in spite of the limitations im- 
posed by the statutes, most cases committed 
are classified by the hospitals in other clinical 
categories than “psychopath.” 


EVALUATION OF SEXUAL PSYCHOPATH LAWS 


Experience has proved the sexual psycho- 
path laws to be as difficult to apply as tra- 
ditional sex legislation. Their failure is due 
primarily to the fact that they assume psy- 
chiatric knowledge and terminology in the 
field of sexual abnormality to be a great 
deal more exact than they in fact are. The 
present state of confusion and disagreement 


among psychiatric authorities about the large 


group of conditions known officially as per- 
sonality pattern disorders makes it impossible 
for psychiatry to supply the precise, easily 
applicable definitions and diagnostic criteria 
needed for the type of sex offender laws now 
being written. Laws based on exact diag- 
noses will be possible only when psychiatry 
has made further progress through research 
and clarification of terminology. 


NEW APPROACHES TO SEX LEGISLATION 


The difficulties raised by the sexual psy- 
chopath laws have received considerable at- 
tention among psychiatric and legal authori- 
ties. Efforts have been and are being made to 
formulate laws that will be readily applicable 
without violating the legal rights of indi- 
viduals. There is a growing realization that 
a new approach is necessary, an approach 
that will avoid present misconceptions about 
the purposes of sex legislation and the extent 
to which psychiatry can be helpful in writing 
and implementing the laws. 

A policy that is urged by many authorities 
is represented by the Greenstein Act passed in 
Pennsylvania in 1933, which provides psy- 
chiatric consultation and management of any 
criminal whose mental condition warrants 
it. Responsibility for use of the Act rests 
with the trial judge, who is permitted to ask 
for a psychiatric examination and report on 
any convicted offender. If the report indi- 
cates that the mental condition of the offender 
makes commitment to a nonpenal institution 
advisable, the judge can so commit the de- 
fendant, in lieu of a sentence. This is the 
type of legislation supported by the Group 


= 
a 
4 
et 
f 
nat 
. 
4 
4 
2 
4 
| 
| 3 
| 
4 
| 
‘ 


180 


A CRITICISM OF CURRENT USAGE OF THE TERM “SEXUAL PSYCHOPATH” 


[Sept. 


for the Advancement of Psychiatry, which 
has made an analysis of the relationship of 
psychiatric concepts of mental illness and 
legal use of the term sexual psychopath. 
Their disapproval of this term stems from 
the lack of agreement among psychiatrists 
as to its precise meaning and also from the 
fact that the Committee objects to the use of 
psychiatric diagnostic terms in the law. The 
term the Committee recommends is “psy- 
chiatrically deviated sex offender,” a term 
that they feel should be applied to those con- 
victed sex offenders whose behavior is differ- 
ent enough from that of the majority of the 
male population to warrant their description 
as “mentally disordered.” 

It is true that the type of legal method 
established by the Greenstein Act is open to 
abuse and that it necessitates a perhaps un- 
justified confidence in the clinical and social 
judgment of the psychiatrists called upon to 
advise the courts. This same criticism, how- 
ever, may be leveled at current sexual psy- 
chopath laws, since the expert testimony re- 
quested in cases brought under these laws 
actually cannot be more precise than that 
given under a law providing for psychiatric 
opinion on the mental condition of any con- 
victed offender. In either case, the court de- 
pends upon the considered clinical judgment 
of physicians who are experienced in dealing 
with mental and emotional disorder, even 
though they are not able to attach exact di- 
agnostic labels and give accurate prognoses 
in many of the behavior disorders with which 
the law is concerned. Certainly there is more 
reason for confidence in the opinions and 
recommendations of trained and experienced 
psychiatrists in these cases than in the de- 
cisions of juries or possibly uninformed or 
prejudiced judges. The establishment of court 
clinics for the express purpose of implement- 
ing laws requiring psychiatric consultation 
is essential and makes possible a certain de- 
gree of selection and control in the use of 
psychological testing, clinical examination, 
and psychiatric interpretation, whether or 
not psychiatric testimony is made binding 
on the court. The wide latitude this pro- 
cedure would allow in the use of psychiatric 
understanding and facilities seems plainly 
more intelligent and practical than a restric- 
tion of psychiatric testimony to a “yes” or 


“no” answer on the question of a diagnosis 
of sexual psychopathy. 

A second policy that is widely recom- 
mended is a continuation of special sex 
offender statutes making use of psychiatric 
principles and facilities, but with a reformu- 
lation of these laws to avoid the difficulties 
inherent in current use of the concept and 
term “sexual psychopath.” Administratively, 
the most workable method appears to be to 
assume that, for the purposes of the law, any- 
one committing certain listed offenses would 
be more appropriately handled as a psychia- 
tric problem than as a criminal. By designa- 
ting the condition of the mentally-ill sex 
offender with reference to the offense com- 
mitted, the use of psychiatric diagnosis as a 
basis for legal finding would be eliminated, 
but psychiatric advice would be available to 
the court in determining the best disposition 
of dangerous individuals. This is approxi- 
mately the procedure outlined in recent New 
York statutes providing indeterminate sen- 
tences for those guilty of the dangerous 
crimes listed in the law. The judge is pro- 
vided with a psychiatric report upon which 
to base his decision as to the necessity, for 
the protection of the community, of isolating 
an individual who is known to be dangerous, 
for a period longer than can be accomplished 
with a prison sentence. 


NEW BASES FOR SEX LEGISLATION 


It is apparent that the best efforts of legal 
and psychiatric authorities are leading to a 
radical revision of legal philosophy with re- 
spect to sex legislation. Experience has 


‘proved that the ineffectiveness of present 


laws cannot be remedied by adding new stat- 
utes or by asking psychiatry to take over the 
task of sorting out dangerous sex offenders 
on the basis of a specific mental illness or 
abnormality. 

Among those medicolegal authorities who 
have long urged better and more realistic 
administration of existing criminal sex laws, 
implemented by appropriate psychiatric con- 
sultation in established neutral court clinics, 
are Drs. Winfred Overholser and Manfred 
Guttmacher. This point of view is empha- 
sized also by Judge Morris Ploscowe in Sex 
and the Law, one of the most complete ex- 
aminations now available of our sex laws and 
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their implications. Judge Ploscowe finds that 
all our sex laws, from marriage and divorce 
legislation to the “sexual psychopath” laws, 
have the same failing—‘“They confuse sin 
and crime; they fail to distinguish nuisance 
and danger; they confound offensive sex 
habits with serious mental abnormality.” The 
solution, as he sees it, is a new approach that 
will avoid the misconceptions embodied in 
present sex laws and will base the laws on 
the legal necessity to isolate those individuals 
whose sex offenses show them to be danger- 
ous. He emphasizes that control of danger- 
ous sex criminals depends ultimately upon 
the efficient operation of realistic laws and 
the organization of suitable institutions for 
custody, treatment, and research. 

An essential condition of making a maxi- 
mum and realistic use of psychiatry will be 
to give up the idea that a psychiatric diag- 
nosis can be the basis of any sex offender 
statute, whether the diagnosis is given the 
name “sexual psychopath” or some other 
name. A descriptive term may be applied to 
a given group of sex offenders, but the dis- 
tinguishing characteristics of the group must, 
at least for the present, be restricted to some 
legally defined criteria as specific crimes 
committed. 

The problem before us as psychiatrists in- 
terested in sex offenders as patients and as 
members of society is to clarify as best we 
can our concepts of sexual abnormality and 
the psychological determinants of antisocial 
behavior and to adjust our terminology to 
conform with the true state of our knowledge 
of personality pattern disorders. Most im- 
portant of all, we must be constantly aware 
of our limitations as well as our potentialities 
as we endeavor to put our understanding and 
our techniques to the use of society by in- 
forming the lawmakers and carrying out 
their provision for psychiatric management 
of dangerous, antisocial offenders. 


SuMMARY AND CONCLUSIONS 


1. This paper has dealt with the definition 
of the term sexual psychopath (and sug- 
gested alternatives), with special reference 
to the difficulties that have been encountered 
in applying it for legal purposes. 


2. The range of psychiatric opinion as to 
the definition and possible applications of the 
term is so broad and the relevant scientific 
data and formulations so tentative, that the 
term is nearly meaningless for diagnostic 
purposes. 

3. The term sexual psychopath is used by 
psychiatrists not as a specific diagnostic label, 
but as a descriptive term necessary for ad- 
ministrative purposes. Social maladjustment 
in the sexual sphere is the main criterion for 
application of the term. 

4. Therefore, until psychiatric nomencla- 
ture is further refined, it is important that 
tentative, clinically useful terminology re- 
lating to sexual personality pattern disorders 
not be forced into legal statutes as final and 
definitive. 

5. There is a distinction between psychi- 
atric and legal concepts and definitions f 
sexual abnormality. While psychiatry is con- 
cerned with the entire range of sexual be- 
havior as clinical phenomena, either overt 
behavior or latent or repressed tendencies, 
the law is concerned only with sexual be- 
havior that is dangerous or morally offensive. 

6. Legal definitions of sexual psychopath 
make use of both psychiatric and legal terms 
but these terms are not themselves specific 
enough to justify their use in legal finding. 

7. The sexual psychopath laws, based on 
inexact psychiatric terminology, have proved 
to be as ineffective administratively as the 
criminal sex laws. 

8. Efforts to correct current unsatisfactory 
sex legislation take 2 main forms: (a) clar- 
ification of definitions in present laws, and 
(b) formulation of new legislation that will 
provide psychiatric consultation but will not 
depend for its application upon precise di- 
agnosis. 

g. Even though psychiatric concepts and 
definitions in the area of antisocial sexual be- 
havior are still in the formative stage, psy- 
chiatric consultative services appear to offer 
the most fruitful approach to the problem of 
the sex offender. 


ACKNOWLEDGMENT 
We wish to acknowledge the important assistance 


of Miss Mary Ann Esser, A.B., in the preparation 
of this manuscript. 


= 
|__| 
| a 
q 
| 
q 
‘ 
A 
: 
| 
} 
| 


182 


A CRITICISM OF CURRENT USAGE OF THE TERM “SEXUAL PSYCHOPATH” 


[Sept. 


BIBLIOGRAPHY 


1. Cason, H. J. Psychopath and the psychopathic. 
J. Crim. Psychopathol., 4:522, Jan. 1943. 

2. Chorynak, J. Diagnosis of psychopathic de- 
linquent. Am. J. Psychiat., 97: 1326, May 1941. 

3. Group for the Advancement of Psychiatry. 
Psychiatrically Deviated Sex Offenders, Report 
No. 9, May 1949—Revised February 1950. 

4. Guttmacher, M. Sex Offenses, The Problem, 
Causes and Prevention. New York, W. W. Norton, 
1951. 

5. Maughs, S. V. Psychopathic personality: Re- 


view of the literature, 1940-1947. J. Clin. Psycho- 
pathol., 10: 247, July 1949. 

6. New Jersey Commission on the Habitual Sex 
Offender. The Habitual Sex Offender. New Jersey, 
1950. 

7. New York City, Mayor’s Committee for the 
Study of Sex Offenses. Report of the Mayor’s 
Committee for the Study of Sex Offenses, New 
York, 1941. 

8. Overholser, W. The challenge of sex offenders 
—Legal and administrative problems. Ment. Hyg., 
22:1, Jan. 1938. 

9. Ploscowe, M. Sex and the Law. Prentice 
Hall, New York, 1951. 


> 
|__| 
| 
fi 
4 
I. 
| 
3 
\4 
4 4 - 
. 
| 
— 


ACTIVITY OF THERAPIST IN INTEGRATIVE FORMS OF 
NONDIRECTIVE PSYCHOTHERAPY ' 


D. EWEN CAMERON, M.D., Montreat, Que. 


To open a dissertation by the defining of 
concepts is widely regarded as dull, though 
laudable. Still, concepts are the designs 
for action, and all progress to power over 
phenomena has to be preceded by patient 
preparation. 

The lack of agreement upon definitions in 
psychotherapy is consistent with the wide 
differences and, indeed, frequent contradic- 
tions to be found in our procedures; and 
these, in turn, are related to the fact that it 
still can be reasonably contended that suc- 
cess in psychotherapy shows a higher pos- 
itive correlation with the therapist than with 
the procedure that he uses. Hence it seems 
desirable to describe the conceptual platform 
from which I propose to dive into this 
troubled sea of psychotherapeutic dynamics. 

First, psychotherapy is an immemorially 
old procedure that has burst into a nova-like 
efflorescence and activity in the last 50 years 
under the impact of forces some of which 
are still unrecognized. Others are the ex- 
tension of the scientific method to behavior, 
and the critical and, indeed, absolute need 
for facts that will enable us to control the 
psychosocial forces of our times. 

Second, all the advances in psychotherapy 
—whether the distributive analysis of Meyer, 
the procedures of the various psychoanalytic 
schools, the passive counseling methods, or 
the nondirective techniques of general psy- 
chotherapy—make use of free association as 
a major tool. 

Indeed, free association in itself consti- 
tutes one of the great psychotherapeutic ad- 
vances of our period. But the discovery of 
the free association method was made in 
the 19th century; and men of genius, no 
matter how revolutionary they may be in 
particular, are, in general matters, of neces- 
sity the children of their times. And hence 
they must set even the most fiery and crea- 


1 Read at the 108th annual meeting of The Amer- 
ican Psychiatric Association, Atlantic City, N. J., 
May 12-16, 1952. 

From the Allan Memorial Institute of Psychiatry, 
Montreal, Que. 


tive of their original ideas in a matrix of 
premises, and there bind them into action 
with ideas most of which are- already 
obsolescent. 

In the 19th century the dominant phil- 
osophy of science was that of the so-called 
basic disciplines—of mathematics and as- 
tronomy, of physics and chemistry—and the 
then current conceptions of causality were 
exclusively those of determinism. The psy- 
chotherapists and psychopathologists of the 
day bowed to these conceptions, and hence 
portrayed event as rigidly linked to event, 
known causes as producing knowable effects ; 
and it was asserted that you could backtrack 
from an effect up to its original cause. Sup- 
porting premises were that nothing was for- 
gotten and that nothing was changed. These 
ignored the facts we now possess—namely, 
that determinism is only one type of causal- 
ity ; that at the level of human behavior the 
old dictum that like causes produce like 
effects is all but meaningless. The human 
organism is in continuous adaptation, and 
hence the premise (very much of a fiction, 
even in the basic sciences) of the continuing 
identity of situations cannot be maintained. 
And if it cannot, any statement about like 
causes or like effects must fall flat on its 
face. 

The contentions of the earlier psycho- 
therapists also ignored the fact that while 
the memorial processes served to clear con- 
sciousness by getting disturbing, distracting 
recollections out of the way by repression 
and suppression, they also, quite simply, 
obliterate without a trace that vastly greater 
number of experiences that are not likely to 
be of any use to us at any future time. No 
man, for instance, recalls the order in which 
he met people when last walking down 
Broadway. 

Hence, while the nondirective free asso- 
ciation method has enormous and perhaps 
not even yet fully realized values in permit- 
ting the emergence of highly defended action 
tendencies, it is quite misleading to see it as 
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the unraveling of a thread that will event- 
ually take us back into the intimacies of 
infancy, if not into the womb itself. That 
thread has not only been cut innumerable 
times, it also has been tied into innumerable 
cross connections. 

Now, having shown you the whole con- 
ceptual platform, may I direct your atten- 
tion to its terminal foothold, and that is, 
that this wide assertion of the usefulness of 
the free association procedure, and those 
successes that it has had, have served to 
blind us to its limits. Indeed, I would go 
so far as to say that the insecure minority 
of us are in some danger of becoming the 
addicts of the technique rather than its 
employers. 

For some of us, it is accepted dogma that, 
as therapist, one only sits and hears ; that to 
communicate is to contaminate; that there 
is no such thing as a patient-therapist rela- 
tionship, only a relationship of the patient to 
the therapist ; and that all countertransfer- 
ence is youth, inexperience, and character- 
ological weakness—all of which is nonsense. 

The concepts that I want to convey per- 
haps can be set in clearest relief if the 
therapist is considered not as he usually is 
—namely, as an individual—but rather as 
a social phenomenon or invention. Let us 
then step back from our species and see 
people as resembling other creatures in so 
far that, like them, we are apt to fall victim 
to our own characteristics. 

If the limited mobility and high water 
content of the jellyfish renders it particularly 
and disastrously susceptible to drying out 
on the beach, and if turtles are prone to 
helplessness when turned over on their 
heavily-armored backs, we certainly can say 
that we, too, are apt to be victimized by 
some of our characteristics. Our enormous 
capacity to generalize cues, to establish rela- 
tions between things, is apt—whenever the 
primary signal is unusually intense—to be- 
come so overoperative that we are eventually 
led into responding by an alarm reaction to 
a vast number of entirely innocuous situa- 
tions. This is very simply and beautifully 
illustrated by a case, reported by David Levy 
(1), in which he describes a child as becom- 
ing terrified not simply of the innoculation 
he had received and not only of the doctor 


who gave it, but of all people who wear 
white coats, whether they are doctors or 
barbers or grocers. We are prone to be- 
coming the victims of our need for asser- 
tion and our need to defend ourselves 
against the aggressions of our fellows— 
hence sometimes becoming bound into pas- 
sivity or becoming damaged by the guilt 
feelings set up in us as powerful social 
sanctions to prevent us from expressing 
our counterhostility. 

From many of these difficulties our own 
homeostatic mechanisms can extract us, but 
not from all. To meet such circumstances 
—namely, where the organism cannot, 
through its own mechanisms or using those 
ordinarily available to it from its day-to-day 
interpersonal relations, normalize its behav- 
ior—cultural processes have evolved special 
agents. In our time, these agents include 
the therapist. There are others—such as 
special group experiences (conversion was 
at one time especially useful to alcoholics )— 
but as a change agent the therapist is a far 
more highly evolved social force and is cap- 
able of much more extensively differentiated 
and, therefore, more specifically appropriate 
activity. 

So completely misleading is the concept 
we have of the so-called nondirective ther- 
apist as a listening ear—the recorder, the 
amorphous figure to be shaped by the patient 
in accordance with the needs of the evolving 
psychotherapeutic situation—that it is neces- 
sary for us to create an entirely different 
image of him. Nothing less will suffice to 
enable us to break away from our present 
unrealistic stereotype, a stereotype rooted in 
a still immensely powerful scientific deter- 
minism and in premises concerning the 
memorial processes—premises that were 
once bright, fertile, and, indeed, pregnant 
(with meaning), well mated to the new and 
vital ideas of the day: the day that John 
Locke wrote his “Human Understanding” 
—over 260 years ago. 

I am suggesting that we shall make more 
progress if at this stage in the development 
of our knowledge of psychotherapy we con- 
ceptualize the therapist as a multidimen- 
sional agent, adapted to the freeing of indi- 
viduals from otherwise persistent malfunc- 
tioning and evolved by our society in its 
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unceasing efforts to expand and strengthen 
itself, something like a 4-wheeled jeep, with 
chains on, to pull people out who have got 
stuck in the psychopathological mud of our 
culture. 

The term “multidimensional” is proposed 
since, as will be shown later the therapist 
is capable of a great many different kinds of 
action as well as a great number of actions. 
The term “agent” is used rather than “re- 
actor” to designate the fact that the therapist 
can, and does, initiate action. 

I am proposing to describe in short out- 
line 4 major categories of action that the 
therapist may show: 


I. RESOLVING CAPACITY. 


He acts continuously in terms of his re- 
solving capacity, using that phrase in the 
sense of the microscopists. This ability to 
identify patterns in the streaming events of 
psychotherapy depends on his cultural in- 
doctrination and his special individual ex- 
perience. Our findings based upon training 
men from a considerable variety of cultures 
(South American, French, German, Indian, 
British and others) are that all have limita- 
tions derived from their cultural indoctrina- 
tions; a few have outstanding difficulties 
derived from their individual experiences. 

Each therapist’s resolving capacity is con- 
tinually fiuctuating in intensity, and an im- 
mense field awaits exploration in determin- 
ing what controls this intensity. Fatigue 
plays a part, as does the moment-to-moment 
meaning of the patient to the therapist. We 
have very little information that would 
throw light upon such a simple, everyday 
situation as, for instance, is presented by a 
patient who had been deeply rejected by 
both parents during his early childhood and 
who, in therapy, eventually recognized this 
rejection in a storm of tears, with a marked 
exacerbation of his anxiety tensional symp- 
toms, and begged the therapist to take him 
back into hospital for further treatment. 
Only hours later, after the patient had left, 
did the therapist see that the patient was 
attempting to put him (the therapist) into 
the role of the good and protective father 
who would take care of him. What changes 
took place in the therapist’s resolving capa- 
city and what brought these changes about? 


To illustrate how foreign to' our thinking 
is this concept of the therapist’s resolving 
capacity, it may be pointed out that while 
numerous experiments have been carried 
out on the effects of stimulant a..d depressive 
drugs, of fatigue, of boredom, and of re- 
ward, upon the learning and remembering 
capacities of individuals, little if any work 
of a similar nature on the resolving capaci- 
ties of the therapist has been reported. In 
contrast to this, every therapist experiences, 
replete with incidents, days on which his 
capacity to identify ongoing behavior in his 
patient is exceptionally high, and other dark 
days on which he seems to discern very little. 

Attendant upon this identifying, by the 
therapist, of patterns and relations in the 
situation, is a continuous process of playing 
them back or trying them out in the ther- 
apist’s fantasy, checking for discordances 
and inconsistencies, spotting self-defeating 
patterns, and patterns carrying secondary 
meanings. 

I should like to draw attention to a matter 
that has received very little recognition, 
namely, that in most cases psychotherapeutic 
exchanges between the patient and the ther- 
apist take place with such rapidity that only 
a fraction can be identified, let alone con- 
trolled. This fact, so contrary to common 
belief, can be readily demonstrated in the 
observation that even the most experienced 
therapist will find that, after many repeated 
playbacks of a tape-recorded interview he 
will still be able to see new significances in 
the exchanges. 

This hitherto disregarded speed of inter- 
action, far transcending the possibility of 
complete on-the-spot conceptualization, may 
well be found to be one of our major diffi- 
culties in psychotherapy—a difficulty as in- 
herent in ourselves, and as impeding, as, for 
instance, that of gaining perspective on our 
own cultural indoctrinations. 

The identifying function of the therapist, 
while highly important, is not essential to 
recovery. For instance, the patient’s de- 
fences may become restored to the point 
that he can manage his neurotic difficulties 


satisfactorily, or quite massive shifts in per- 


sonality structure may occur without either 
patient or therapist understanding how they 
came about. 
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In concluding this section on the analys- 
ing function of the therapist, may I make 
another statement that may sound topsy- 
turvy to our mid-century ears, namely, that 
the area in which the most significant adap- 
tations take place, where the most highly 
differentiated responses are worked out, the 
area into which all affectively loaded 
reactions seek to penetrate in order to 
achieve desensitization, is that despised 
region, that not-to-be-explored territory, of 
consciousness. 


2. POWER. 


The second categorization of the ther- 
apist’s activity is in terms of power. It may 
reasonably be contended that the basic ac- 
tivity of the individual is the extension of 
his control over his intra- and interpersonal 
relations, and that any threatened break- 
down in this control is a cause of great and 
intense concern to him(2). 

Hence a most important part of the work 
of the therapist is the developing oi power 
sufficient to effect the reorganization of the 
patient’s deviant behavioral patterns. It is 
true that most frequently it is necessary 
only to remove or overcome the distorting 
factors, but this is not always the case. 
Every therapist has encountered the situa- 
tion in which, even where the distorting 
factors are understood, the patient’s capacity 
for normalization is not sufficiently powerful 
to bring about the required reorganization. 
Power is required both for the purposes of 
dealing with the distorting factors and also 
to strengthen the normalizing function of 
the individual. Part of the work of the 
therapist is the developing, with the patient, 
of sufficient power to overcome the patient’s 
resistance to change, to overcome the ther- 
apist’s own resistances, and to overcome the 
inhibitory forces exerted by the patient’s 
ongoing activity. Our knowledge of how 
this is achieved is limited. Some penetration 
can be given to our thinking by making use 
of the concept of the incomplete organ- 
ism(5), namely, by seeing that the indi- 
vidual human organism is incomplete in 
itself and that there are functions, such as 
those of sex and communication, that can- 
not be performed save in relation with some 
other person. 


Added to this conception of the necessity 
of integration under certain circumstances 
are those observations to the effect that 
problems—for instance, in the field of anx- 
iety, guilt, and hostility control—proceed 
more easily to solution when two or more 
individuals enter into this sort of integra- 
tion. In other words, problems in these 
fields are more readily dealt with when a 
group of even two is formed. It appears, 
for instance, easier to express hostility as 
part of an in-group than as an individual ; 
and certainly anxiety is more readily con- 
trolled where the patient is able to conceive 
of himself as part of a father-child unit, 
with the therapist as the powerful and pro- 
tective parent. 

We know relatively little about manipu- 
lating power within this unit. That far 
greater concentrations may be achieved is 
hinted at by the researches from the field of 
group dynamics, as, for instance, the long- 
lasting power of group decision(3), and by 
the quite unusual intensities reported by 
Sargant(4) as being generated during the 
processes of religious and political conver- 
sion. 


3. CHANGE AGENT 


A third dimension in which the therapist 
operates is that of the “change agent.” The 
therapist may act to bring about modifica- 
tions of behavior in the same sense as does 
a catalyst—+.e., in that he adds no new ma- 
terial to the evolving pattern, his objective 
being primarily to maintain the communica- 
tion response that is occurring in the patient. 
His nonadditive type of contribution to the 
exchange has been well designated by the 
term “reflecting” ; for instance: 

Patient: “I thought I was beginning to feel 
better, but I just feel miserable all over again.” 

Doctor: “You are feeling miserable again.” 

Reverting once more to the function of the 
therapist as a change agent, with special ref- 
erence to his promoting the communication 
response of the patient, one notes that he 
has to be concerned (a) with facilitating and 
maintaining the intensity of the response, (b) 
with the completeness of the response in all 
its ramifications, and (c) with a sufficient 
repetition of the response to ensure its final 
desensitization or reorganization. On the 
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other hand, he may act as a transmitter, 
functioning as a resource person and sup- 
plying to the patient more effective patterns 
of behavior. While it is perfectly true that 
the presentation of such alternative patterns 
and conceptualizations may fail if (a) the 
older patterns have acquired secondary val- 
ues, or (b) the new pattern presents a threat 
to the individual, it is nonetheless true that 
useful solutions often are withheld inter- 
minably through a slavish adherence by the 
therapist to the role of passivity—which in 
any case is more apparent than real. 


4. WORKING MODEL 


A fourth dimension is that of a working 
model, a model in which new relationships 
that the patient is trying out can be tested 
with relative impunity. For instance, the 
woman who hitherto has related herself to 
men in terms of a masculine protest can try 
out, in the therapeutic setting, the reassur- 
ance-gaining and, indeed, the power-satisfy- 
ing possibilities of the feminine role. There 
need not be, in such a controlled relationship, 
any of the hazards of excessive male asser- 
tion, of the assumption of the existence in 
the patient of skill and experience in that 
role, that relations with day-to-day acquaint- 
ances might contain. 

This conception of the,therapist contribut- 
ing to a working model quite clearly calls 
for his constituting himself as something 
more active than a listening ear. 

Rethinking of the role of the therapist in 
the so-called nondirective psychotherapies is 
one of the cardinal changes that are impend- 
ing as we proceed to break out of the present 
mold of our therapeutic procedures. 

I have suggested that if we restate the 
role of the therapist in terms of the new basic 
' premises of causality that have so greatly 
supplemented the old stereotype of deter- 
minism and in terms of the modern postulates 
of the memorial processes as being concerned 
more with the adaptation of the individual 


than with the granite-like preservation of 
the trivia of the hour, then we can make im- 
portant shifts in our conception of the thera- 
pist. In particular, I have urged that we put 
this most valuable tool, the free association 
method, in a modern setting of supporting 
premises, and free it and ourselves from the 
dragging handicap of 19th century concep- 
tions. 

Shifting from a picture of the therapist as 
a listening ear to one of him as an active 
participant accomplishes 2 things for us. 
First, it puts further impetus behind our 
drive to work out methods of shortening psy- 
chotherapeutic marathons, still all too com- 
mon and which still receive the benediction 
of orthodoxy. Second, such a shift serves to 
open up for our inspection and investigation 
what really happens in psychotherapy, and 
in particular serves to open up to research 
these outstandingly important fields I have 
mentioned—namely, the therapist’s func- 
tioning in terms of his resolving capacity, in 
terms of his providing of power to the pa- 
tient, in terms of his acting as a change agent, 
and in terms of his acting as a working 
model. 

There still await great possibilities for new 
psychotherapeutic inventions, for the gen- 
erating and harnessing of far more intense 
forces in the psychotherapeutic field than we 
have, as yet, succeeded in Luilding up. 
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PSYCHOANALYTIC TRAINING FOR PSYCHIATRIC 
RESIDENTS AND OTHERS 


Tue AssociaTtep PsycHiatric FACULTIES OF CHICAGO EXPERIMENT * 
HENRY W. BROSIN, M.D.,? Pirrspurcn, Pa. 


This brief summary is limited to an attempt 
to report some of the facts and concepts lead- 
ing to the formation of “The Associated Psy- 
chiatric Faculties of Chicago, Inc.” (APF). 
This organization is primarily concerned at 
present with improving the selection and 
training of residents in psychiatry, especially 
by providing psychoanalytic training during 
the course of the residency. Although there is 
division of opinion about pursuing both psy- 
chiatric and psychoanalytic training too early 
in a man’s career since, hypothetically, it may 
result in a dilution of both, we have assumed 
for experimental purposes that a combined 
residency training will be conducted more 
consistently at dynamically oriented levels 
with benefit to the candidate. It is too early 
to report in detail the results as viewed by 
experienced teachers, but at this time we 
have no reason to doubt the success of this 
system. Constant vigilance and the willing- 
ness to alter present practices in order to 
meet existing problems characterizes the 
faculty attitude toward these training prob- 
lems. It is hoped that through careful ex- 
perimentation we may raise the efficiency of 
the process. 

The increasing complexities and inter- 
dependencies that come with large popula- 
tions compel mutual assistance groups or 
cooperative organizations in order to survive 
at an optimal level. Psychiatric education is 
becoming so large an activity that very few 
teaching centers find it possible to maintain 
properly teaching and research functions at 
a high level in two dozen or more areas in- 
cluding the basic sciences, clinical neurology 
and psychology, and forensic psychiatry. 

Grinker(5) called attention in 1942 to the 
need for a “city-wide interinstitutional plan” 
to provide graduate teaching on a broad base 


1 Read at the 108th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J., 
May 12-16, 1952. 
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in the many disciplines involved (from mor- 
phology to sociology) to the various kinds of 
physicians interested in human behavior. He 
describes the need for an interinstitutional 
plan that will make the best use of many 
isolated existing facilities and teachers. This 
would accelerate the learning of a student in 
many diverse fields of human behavior and 
at any level from the internship to advanced 
postgraduate work and specialized research. 
The student could have options on working 
in the laboratories and clinics best suited to 
his needs, gain the benefits of multidiscipli- 
nary exercises, associate with teachers of dif- 
ferent persuasions, avoid the evils of mono- 
thematic instruction and yet have a planned 
program under supervision, preferably with 
an interested tutor or counsellor, which would 
lead to certification credit or university de- 
grees. A medical center with hospital and 
outpatient facilities for treating acute and 
chronic patients of all types and ages, both 
medical and psychiatric, will probably be 
the most desirable training unit of the future. 
If this center is in a large city, it will also be 
able to offer training to those interested in 
the special problems of the infant and pre- 
school child, the adolescent, the delinquent, 
procedures in guidance centers, behavior clin- 
ics, juvenile and domestic courts, prisons, 
security hospitals, and many other types of 
special treatment clinics. 

Several cities have hospital groups organ- 
ized into some type of medical center to their 
mutual advantage. Most of the barriers to 
such reorganization have been questions of 
prestige, power, and financial advantage. 
There are additional barriers to incorporat- 
ing psychoanalytic institutes or some of their 
functions into hospital and university units. 
Such independent institutes have been built 
up by hard work. They are doing excellent 
teaching in many areas and avoid an affilia- 
tion that might involve a loss of control over 
administration and instruction policies(12). 
Kubie(8) describes some of the advantages 
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and disadvantages of the independent in- 
stitute and also urges an examination of the 
possibilitites for working out some plan for 
mutual benefit. While most institutes have 
large faculties of highly skilled analysts who 
provide a well-rounded curriculum in psy- 
choanalysis, few universities or hospitals can 
afford to pay them adequately for their ser- 
vices. Yet these teachers and most of their 
students must make their living by private 
practice and most institutes have their classes 
at night “with the energies of tired men.” 
Other disadvantages cited are that students 
are not as well controlled and supervised 
under this system; more clinical facilities 
are required to select patients appropriate to 
the students’ stage of development ; hospital 
facilities are necessary for some aspects of 
teaching and research; and it is difficult to 
finance independent institutes for such activi- 
ties as fellowships, part-time jobs for stu- 
dents and part-time salaries for teachers, 
operating clinics, and research projects(7). 
If an equitable liaison could be established 
between the medical schools and those hos- 
pitals outside of schools now offering 70% 
of approved residencies in psychiatry, it is 
obvious that many gains would be made at all 
levels of education(11). 

There would be a considerable gain for the 
trainee. In more casual days, before 1930, a 
young physician could work for several years 
at one or more psychiatric centers after 
which he was eligible for such positions as 
seemed appropriate to his abilities and in- 
terests. With the establishment of .certifica- 
tion standards by The American Board of 
Psychiatry and Neurology, Inc. (3 years), 
and the enlarged training requirements of 
the psychoanalytic institutes (3-5 years), it 
was unusual for a psychiatrist to qualify for 
membership in an analytic society before the 
age of 39 (9, p. 209). It is noteworthy that 
an ordinary medical school curriculum con- 
tains about 5,000 hours’ work for 4 years. 
The current psychoanalytic training program 
requires well over 2,200 hours ordinarily. 
More than 500 hours of this is customarily 
spent in individual hours with a senior train- 
ing analyst, first in the personal didactic (pre- 
paratory) analysis and later in the individual 
control hours on patients the candidate is 
treating. Rickman(14) estimated that in 


Britain the training of each student takes 


“about 1,000 individual tutor-hours—a time ~ 


factor without parallel in any other pro- 
fession.” 

A number of formal and informal methods 
of integrating psychiatric educational facili- 
ties are now being developed. Time permits 
the mention of the Psychiatric Training Fac- 
ulty of Massachusetts, Inc. (statewide), the 
Associated Psychiatric Faculties of Greater 
Kansas City, the various programs of the 
Army and the Veterans Administration un- 
der Dean’s Committees, the Menninger 
School of Psychiatry and Winter V. A. 
Hospital at Topeka (city, state, federal, and 
private institutions), the Canadian system, 
the establishment of psychoanalytic sections 
in the departments of psychiatry of Columbia 
University, Long Island College of Medicine, 
and the New York College of Medicine. 

Since it was not feasible to establish a 
similar department in one of the universities 
in the Chicago area, exploratory meetings 
were held following January 1947 by staff 
members of the Institute for Psychoanalysis, 
the Universities of Illinois and Chicago, and 
the Michael Reese Hospital to determine how 
we could best improve the quality of training 
facilities in the area and reduce the cost of 
training to the student. Numerous meetings 
disclosed that a large number of problems 
were involved and that we could only work 
on them piecemeal until we had a larger num- 
ber of training analysts. Until then it was 
decided to focus on the training of psychiatric 
residents at each one of the 3 member hos- 
pitals, who were also in training at the Insti- 
tute for Psychoanalysis, presumably to be- 
come psychoanalysts. Originally, it was hoped 
that we could also provide training for the 
following categories of applicants: (1) phy- 
sicians who had completed their specialty 
training in a field other than psychiatry who 
want one or more years of training in psy- 
choanalytically oriented psychiatry and allied 
fields such as psychosomatic medicine, (2) 
general practitioners who want psychiatric 
training, (3) research specialists who need 
psychoanalytic psychiatry for their investiga- 
tions, and (4) psychiatrists who want re- 
fresher courses or training in limited fields. 
After careful review it was decided that the 
Institute would continue to take the respon- 
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sibility for these students since our new or- 
ganization, the Associated Psychiatric Fac- 
ulties of Chicago, Illinois, incorporated in 
February 1948, could not deal with the prob- 
lem effectively. 

Early discussions ranged around such 
questions as the following: (1) the accelera- 
tion of competent analysts to training analyst 
status in less than 5 years after full member- 
ship if adequate safeguards were established 
for both the student and analyst; (2) the 
dangers of teaching too much theory before 
the student had ample experience with a wide 
variety of cases; (3) the advantages of 
teaching the major portion of theory directly 
from case material ; (4) the dangers of teach- 
ing limited techniques to doctors or others 
who were not receiving full analytic training ; 
(5) how intensively an investigator should be 
trained in order to do his work, preferably in 
collaboration with a full-time analyst; (6) 
how psychoanalytic training can be described 
on a work-sheet so that it would be possible 
to receive credit for such work from the 
American Board of Psychiatry and Neu- 
rology and from government agencies; (7) 
what the curriculum should be for a 3-year 
residency since there was obviously much 
wasteful duplication and how we can better 
integrate psychoanalytic training with the 
larger fields of medicine and psychiatry ; 
what is good residency training and what are 
the goals of psychiatric education(10) ; (8) 
should a few carefully selected students be 
encouraged to spend one year in rotation at 
each of the member hospitals but under the 
auspices of the Institute; (9) how we can 
select the better students ; (10) how we can 
discourage those students who are suffering 
too severely from conflicts; (11) how we 
can provide better guidance to prospective 
candidates and genuine help to those in the 
program; (12) how we can eventually in- 
clude more member hospitals in order to 
make training available to more residents ; 
(13) how we can improve relations with 
other teachers in clinics and laboratories in 
the universities and hospitals ; (14) what re- 
search projects are being carried on in these 
procedures that will be of future value ; (15) 
how we can enlist more private or federal 
aid to help subsidize this expensive training. 

We cannot discuss all these questions at 


length here, or many others related to them, 
but a few of them merit further attention. 
The USPHS granted the Associated Psychi- 
atric Faculties several fellowships and some 
assistance for the administrative costs for 
1949-51, but was unable to renew the latter 
in 1951. It was gratifying to know that the 
leaders on the Training Committee of the 
USPHS and the officers of the USPHS were 
strongly interested in this venture and en- 
couraged the group to continue the experi- 
ment. Twelve residents were accepted each 
year from 1948 through 1951 for combined 
training at one of the member hospitals and 
the Institute for Psychoanalysis ; 2 were ap- 
pointed as “rotators” in 1950 and 3 in 1951. 
The “rotator” candidates were chosen be- 
cause they seemed to possess a sufficiently 
stable personality and potential ability as 
clinicians to spend one year at each of the 
member hospitals for a total of 3 years while 
also in training at the Institute. To date this 
feature of the program has been working 
very well in spite of some obvious handicaps. 
If the student does not suffer from the annual 
transfer there is a large gain from the wider 
experience that accrues from multiple ex- 
posures to various teachers. 

It is worth while to emphasize that the 
huge demand for analytic training following 
1940 swamped the small teaching staffs and 
compelled the radical alteration of operating 
methods (1, p. 1-2). Formerly, candidates 
were well known to members of the staff, in- 
formal relations were easy and frequent and 
progress could be evaluated without difficulty. 
Emotional blind spots that hampered the 
student in his control analyses with patients 
could be worked on by supervisors during 
the final phase of the student’s own analysis, 
thus giving him a chance to correct these 
handicaps. After the war, these more in- 
formal but intimate relations were consider- 
ably altered because of the scarcity of teach- 
ers. In Chicago, the student group multiplied 
15 times while the teaching staff was only 
tripled (1, p. 1). Alexander describes the 
profound alterations resulting from this in- 
crease in students as seen in the increased 
difficulty of communication, the increase in 
didactic courses and formal assignments, the 
increase in bureaucratic rules that became 
necessary to make the more complex and un- 
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wieldy organization work, and the decreased 
personal guidance to students, thus depriving 
the students of a richer social and intellectual 
life as well as impoverishing their training. 

It is noteworthy that in 1949 the candidates 
formed an “Association of Candidates of the 
Chicago Institute for Psychoanalysis” in 
order to correct some of the deficiencies in 
communication between faculty and students. 
This organization is functioning satisfactorily 
in its mission to promote closer relationships. 

For the time being, the design of an ideal 
curriculum has been held in abeyance while 
other problems of policy and phiJosophy of 
education are being worked out. To mini- 
mize unnecessary duplication of didactic 
courses, some equivalent courses in the first 
2 years that can be given by the member 
hospitals are recognized by the Institute and 
need not be repeated by the student. The re- 
mainder of the work in the member hospitals 
is the responsibility of the respective staffs, 
while the curriculum of the Institute is its 
own creation, modeled after the original 
Berlin Institute (1, p. 19). Attention is called 
to the exploratory studies by Potter and 
Klein(13) on the unification of training in 
psychiatry and psychoanalysis. The com- 
mittees concerned with residency training, in 
both the American Psychiatric Association 
and the American Psychoanalytic Associa- 
tion, have been and are now working on the 
many perplexing questions inherent in this 
union, and we can expect much more defini- 
tive answers from the concrete examples 
accumulated over the past years. The second 
Cornell Educational Conference of the Amer- 
ican Psychiatric Association in June, 1952, 
will deal with some of the problems with the 
discussions available later in a bound volume. 
Perhaps we shall be able to state with greater 
confidence that all residents should have the 
same basic training and what this training 
should be ; whether the psychodynamics to be 
taught to the resident in psychoanalytic train- 
ing should differ from that taught to a resi- 
dent who does not plan to complete such 
training ; whether a resident should have his 
didactic (preparatory) analysis early or after 
one or two years of residency training ; 
whether the early residency training can be 
used as a proving ground from which to 
choose candidates for complete psychoana- 


lytic training ; whether candidates in the early 
stages of a preparatory analysis should be 
required to take didactic courses. “Three- 
fifths of the teaching analysts felt that they 
should,” reported Potter and Klein(13) in 
1951. What about the other two-fifths? To 
what extent should allowances be made for 
the additional time-consuming travel for pa- 
tient appointments, controls, and seminars, 
which have been estimated as occupying as 
high as 75% of the resident’s time in the 
third year? 

I will now report to you one of the most 
significant research activities that hasemerged 
from this cooperative activity. Time does 
not permit a review of the field of selection, 
which is extensive, nor can I compare this 
work with such intensive and methodical 
programs as that of the Menninger School of 
Psychiatry(4), the University of Michigan 
(6), or the “Assessment of Men’ (2). 

The problem of selection is probably one 
of the most central of all since the total pro- 
gram and its results will be vitally influenced 
by the men in it. If it were possible to choose 
a well-balanced group with a fair proportion 
of highly gifted young men with some origin- 
ality, it would simplify some of the problems 
in individual guidance and curriculum plan- 
ning. We have come a long way since almost 
anyone could present himself to a training 
analyst and be accepted for training. It was 
also possible a few years ago to be an active 
participant in the analytic societies without 
a personal preparatory analysis—for ex- 
ample, Rorschach, Schilder, and Sullivan. 
During the ’30s it was customary for an ap- 
plicant to the Institute to be seen by 3 or 4 
staff members by appointment and probably 
on different days. No uniform record-keep- 
ing was attempted. The staff could decide 
without much difficulty which of the several 
applicants they favored. When applications 
numbered 100 or more, it was impossible for 
key analysts to see all the applicants for lack 
of time. Appointments had to be apportioned 
among a larger group of staff members on a 
tighter schedule since many of the candidates 
came from a distance. Better records were 
required to facilitate the sifting process. Of 
the various methods used, it was found that 
3 one-hour interviews in succession with a 
woman analyst in the second or third position 
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probably gave the best results. Whatever the 
dynamics, it seems true that many applicants 
will give much relevant information if one of 
the latter interviewers is a skilful woman. 

With increasing numbers, new screening 
methods were employed to reduce the number 
of applicants who would be considered in the 
final round. This was accomplished by the 
Dean, Dr. George Mohr, and the Secretary 
of the Institute, Miss Helen Ross, with a 
minimum of preliminary interviewing. The 
best 30 or more candidates were seen by at 
least two Institute staff members before ap- 
pearing at the combined staff meeting. Dur- 
ing 1948 the member hospitals had chosen 
their residents autonomously with the coop- 
eration of the Institute staff but it was agree- 
able to all members to pool their extensive 
labors, thus reducing significantly the total 
number of interviews with applicants. Final 
assignment to a hospital depended upon the 
candidate’s first preference if he was accept- 
able to the hospital. In practice, assignments 
have been made without difficulty, probably 
due to the good will and administrative skills 
of the faculties concerned. 

With the agreement to pool the selection 
activities, it was natural that the APF mem- 
bers attempt a group interview situation that 
would permit the members to see all candi- 
dates in the final round, thus facilitating 
comparisons between the applicants. The 
pilot effort in 1949 was loosely organized. 
The candidates were all seen on one day, 
Sunday, which meant that some of them had 
a long anticipatory wait even though they 
came in by appointment. Since all the candi- 
dates had been seen by 2 or 3 members of 
the Institute staff, the final decisions were a 
composite of these and the group opinions. 
In spite of the tensions experienced by the 
interviewers and the applicants, it was gen- 
erally agreed that the group interview was 
a valuable method, which should be further 
explored. The October 1950 group interviews 
at the Institute for Psychoanalysis were much 
more formalized by Dr. John P. Spiegel and 
the Associated Psychiatric Faculties mem- 
bers. All applicants for the year were care- 
fully screened on the basis of their applica- 
tions, letters of recommendation, and usually 
by an interview with at least one staff member 
of one of the hospitals. Twenty candidates 


were then invited to appear for interviewing 
on a planned schedule to meet the group by 
appointment (half hour) after having seen 
2 members of the Institute for separate in- 
dividual interviews (one hour). The strict 
enforcement of the appointment system 
avoided some of the pressures of 1949. 
The interviewing group consisted of 2 or 
3 members of each participating institution, 
all members being present throughout the day 
for all of the candidates, which made possible 
the formation of a group in a dynamic sense. 
Each examiner in rotation was given the 
chairmanship, so to speak, of the meeting in 
that he took the lead in reading the creden- 
tials (curriculum vitae) and letters of recom- 
mendation, in bringing in the candidate, 
meanwhile attempting to create a comfortable 
give-and-take relationship, introducing him 
to the group and opening the interrogation, 
usually by asking the candidate to tell some- 
thing about matters that would be relevant in 
evaluating him (projective instruction). 
Sometimes this was structured more specifically 
to ask him to tell about his interest in psychiatry 
and his family relationships. Depending upon what 
came out as a result of the original question, further 
specific questions were directed at obtaining infor- 
mation and attitudes relating to psychiatry, family 
setting, his general reading and particularly his 
reading in psychiatry, his interests and hobbies, 
his reactions to the chosen vignette (thumb-nail 
sketches of family relations, and implications of 
which he was to discuss) and certain practical 
problems relating to preference for institution, fi- 
nancial problems, and draft status. These questions 
were mainly asked by the leader, but several of 
the other members of the group entered into the 
questioning of each candidate (16, p. 3). 


If the candidate was known to any one of the 
group he gave his opinion before the candi- 
date came into the room but most of the 
group started out with the information pre- 
sented by the staff members. The inter- 
viewers had the opportunity to see each other 
in action both in the direct questioning and 
the evaluations after the candidate left the 
room when notes were made and summaries 
written. Thus the weaknesses, strengths, and 
biases of the examiners became apparent to 
each other enabling them to interact for a 
more judicial appraisal. At the end there was 
still some feeling that the most vocal members 
of the group exerted undue influence on the 
opinion of the group as a whole. 
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Nevertheless, when at the conclusion of the group 
interviews the opinions of the group were matched 
against the opinions of the individual interviewers, 
there was a very large area of agreement. 

A technical device introduced at this time turned 
out to be of considerable value. This device con- 
sisted in offering the prospective candidate a series 
of case histories or “vignettes.” The candidate was 
asked to select one of these in front of the group. 
The particular vignette chosen, the way the candi- 
date organized the material, the way he projected 
his own problems into the material and revealed his 
own anxiety in relation to it, all turned out to be 
particularly illuminating from the viewpoint of 
selection(17). 


The unanimity of opinion that these group 
interviews were valuable techniques for con- 
serving time and obtaining a larger perspec- 
tive on the relative merits of all the candi- 
dates in the final class overcame the objec- 
tions that the half-hour interview was too 
superficial, i.e., insufficient information for 
a suitable dynamic formulation was not avail- 
able, or that the group setting produced too 
much anxiety in both the candidates and the 
examiners. Consequently arrangements were 
made to repeat the procedure outlined above 
in a September 1951 meeting. At this meet- 
ing most of the same staff members partici- 
pated who had been present in 1949 and 1950. 
Whether due to simple familiarity with each 
other or the procedure, or whether new skills 
were being developed by the team it was ob- 
vious that the work of the group was exe- 
cuted much more smoothly and again with a 
high area of agreement between the group 
and the individual interviewers. Indeed, it 
was possible to see that there might be legiti- 
mate areas of difference betwen the 2 types 
of interviewing due to the different insights 
that develop in each setting. 

The 1951 group interviewers invited Dr. 
David Shakow, Chief of the Division of Psy- 
chology of the Department of Psychiatry at 
the University of Illinois College of Medi- 
cine, to sit with them as a nonparticipating 
observer. Dr. Shahow’s informal report 
stresses the “group cohesiveness and smooth 
working of the procedure.” He thinks that it 
might be wisetomake more explicit the specific 
goals at which the selection process is directed 
even though there is now general implicit 
agreement. 


The kinds of questions about which it seems to 
me clearer formulations should be made relate to: 


(1) the nature of the activities that the candidate 
is expected to carry out after training—general 
practice, research, teaching, etc., or some combina- 
tion of these? (2) are the candidates being selected 
to be general psychiatrists, psychoanalytic psychi- 
atrists, or psychoanalysts? (3) are these people to 
be judged primarily on what they are now or what 
they would be like postanalysis?(15). 


Shakow suggests better control studies and 
points out some residual sources of error. 
He is not alone in wondering if some candi- 
dates are not penalized in speaking of their 
own personal problems in common-sense 
terms rather than in technical language. 
While most interviewers do not expect inti- 
mate revelations and even help the candidate 
protect himself in this setting, a few seem 
to desire degrees of frankness that are cus- 
tomary in a clinical interview. No attempt 
has been made in the interviews to produce in 
a studied manner the stressful interviews de- 
scribed by Carl Whittaker in which 3 inter- 
rogators deliberately put the student under 
stress or the interrogators put 3 students 
against each other in a competitive manner. 

Another phenomenon needing investigation 
is the difference in attention levels of the 
group to various candidates. Is there a let- 
down after lunch? Is there an obvious toler- 
ance or fatigue level in the late afternoon 
that deters active questioning? Shakow says 
he thinks that in one specific instance he be- 
lieved that the man under consideration had 
been so spontaneously self-revealing that 
most of the group simply did not feel the 
need to push him further, or were reluctant 
to do so. Shakow also notes the conscious 
and semi-conscious efforts made by all mem- 
bers of the group to avoid being overpreju- 
diced in favor of men with exceptionally high 
recommendations. Usually individual inter- 
viewers were not so extreme in their evalua- 
tions. 

Shakow favored continuance of the current 
method in spite of the obvious difficulties 
and variables introduced by the following 
factors : 

1. The rotation of interview leadership 
that requires each conductor to aim at some 
uniformity in his approach in order to achieve 
comparisons. 

2. Variability in amount of introductory 
structuring, the amount of pressures and sup- 
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ports used, which also require conscious 
models by the examiners. 

3. The unevenness and lack of conscious 
dosage of the pressures put on the candidate 
by the group. 

4. The weakness inherent in the manner 
in which ratings are reported, for sometimes 
the chairman or discussion leader might give 
his opinion at first or so forcibly as to affect 
subsequent rating; sometimes a member of 
the group who knows the candidate or a 
special letter of recommendation may wield 
undue power. 

5. The difficulty in deciding how thera- 
peutic the diagnostic interview should be, es- 
pecially in relation to the final evaluation 
when the natural therapeutic interests of the 
evaluators become evident and need constant 
self-instruction about the purpose of the 
interviews. 

In 1951, 21 candidates were seen on one 
day and 10 on another. For 1952 it is planned 
to utilize 2 full days to minimize fatigue. 

Only brief mention can be made of the 
hope to design a more comprehensive curric- 
ulum for residency training that will (1) 
discourage provincialism, (2) discourage 
overspecialization, (3) encourage a scientific 
research attitude and (4) encourage inter- 
disciplinary investigation (3). 

How much psychoanalytic theory and su- 
pervised case-study is essential to the resident 
or to other physicians and scientists seeking 
some competence in psychiatry is another 
thorny problem that will be better understood 
as numerous empirical trials will give us more 
concrete information. The more judicious 
assignment of training (preparatory) anal- 
yses is still a moot question. Whether non- 
psychiatrists (“minor group”) should be en- 
couraged to have a training analysis was not 
decided. Thomas M. French believes that 
this group might be trained similarly to psy- 
chiatric social workers in which limited train- 
ing enabling the worker to do good diagnostic 
evaluations based upon understanding dy- 
namics is offered, but serious psychothera- 
peutic obligations are avoided. In fact, the 
student is trained to avoid long-continued 
intensive therapy. Other staff members 
(Mohr, Grinker, Brosin) did not believe that 
the concept of limited training was practical 
for the “minor group” since many will be- 


1948. 


come psychiatrists, or become more ambitious 
therapists. 
SUMMARY 


1. Attention is called to various types of 
residency training involving several educa- 
tional groups. 

2. The growth and goals of the Associated 
Psychiatric Faculties of Chicago are de- 
scribed briefly. 

3. The importance of selection is stressed 
and the experiment in group interviewing 
presented. Improved criteria for more spe- 
cific selection are being developed. An en- 
larged concept of responsibility to students 
is vital. They should receive much more 
guidance and direction so that they may be 
spared unnecessary hardships. The training 
(preparatory) analysis itself is probably the 
best means of selection if training groups 
could act on their own findings. 

4. The need for more and better training 
facilities through building up “city-wide in- 
terinstitutional” medical centers is presented 
so that training may be provided for nonpsy- 
chiatrists as well as psychiatrists at all levels. 

5. The need for more training and interest 
in investigation is emphasized. The advan- 
tages of university affiliations to promote 
these objectives seem apparent. 
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BROMIDE INTOXICATION 
SIDNEY J. TILLIM, M.D., Reno, Nev. 


Five patients with symptoms of bromide 
intoxication were admitted within the past 
year to the Nevada State Hospital as against 
possibly 2 or 3 cases in the previous 6 years 
of personal knowledge. In addition there 
were 3 cases of psychosis with minor blood 
bromide levels, of a total of 119 first admis- 
sions. This suggests a rising incidence, per- 
haps related to the tightening Federal re- 
strictions on the dispensing of barbiturates. 
The restrictions are fully justified. How- 
ever, physicians and the general public should 
be cautioned anew on the dangers attendant 
to excessive use of bromides. Persons taking 
bromides on prescription should be super- 
vised or instructed about the symptoms of 
intoxication. Dispensing over the counter 
without a physician’s prescription should 
obligate druggists to publish, or otherwise 
instruct the purchaser about, the dangers 
from excessive use. It appears that physi- 
cians and druggists are forgetting the po- 
tentialities of bromides as severe intoxicants. 
One patient stated that the drug was sold 
to her as a “mild nerve sedative good for 
hangovers.” The mother of another patient 
bought the clixir triple bromides as a mild 
sedative for her son, \ith the caution o 
“reduce the amount being taken if a skin 
rash develops.” These are gross understate- 
ments about the drug. Perhaps physicians 
need only a reminder to be more cautious, 
especially if there should be a recrudescence 
in the incidence of bromism. 

There are indications that the popularity 
of bromides is related to the availability of 
barbiturates and newer anticonvulsants. The 
writer was aware of a sharp decline in the in- 
cidence of bromism in the past decade, a 
period of growing popularity for barbitu- 
rates and the use of more effective anti- 
convulsants. Dr. Franklin C. Ebaugh(1) 
agrees bromism was a problem in Colorado 
during the thirties, but the problem was 
solved by an educational campaign. Dr. E. H. 
Crawfis(2) lately canvassed superinten- 
dents of state mental hospitals in California 
and found they were aware of a decline in the 
incidence of bromism since about 1940, and 
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had not noticed yet any recent recrudescence. 
Dr. Crawfis concurs that curtailment in the 
sale of barbiturates “may well see a rise in 
the incidence of bromism.” 

The element bromine was discovered in 
1826. The first report of bromide intoxica- 
tion was published in 1850(3). Three years 
later the bromides were introduced for the 
treatment of epilepsy(4). They were the 
most effective anticonvulsants until the in- 
troduction of phenobarbital. Later the 2 
drugs were used as alternates or in combina- 
tion. Mail order “cures” for epilepsy were 
generally based upon these 2 drugs with 
varying instructions. Some areas of our 
population still purchase “epileptic medicine” 
by mail. It may be only a coincidence that 
several recent papers(3, 5, 6, 8) out of a 
small total on bromism came from the south- 
east. This is not intended to suggest that 
intoxication results only from use as an 
anticonvulsant. “Take a bromide” has been 
much more than a byword in the past; bro- 
mides are effective sedatives, which can be 
safely administered for extended periods, 
if necessary, when intelligently supervised. 
Bromide has value for mild disturbances 
requiring sedation. Its value was proven 
long ago for the relief of menopausal ten- 
sions, dysmenorrhea, general neurotic tensive 
states, and alcoholic hangovers, whenever 
the stomach did not protest. Bromides have 
been favored by women in the satio of ap- 
proximately 3:1 (see references 3, 5, 9); 
perhaps the neurotic woman is less critical of 
taste. 

Bromide intoxication refers to psychic and/ 
or neurologic disturbances of an incapacitat- 
ing degree. It is rarely a condition of sudden 
onset because the stomach will rebel against 
the massive dose required, although it can 
occur as evidenced by one of the patients to 
be described. The major concern is the 
chronic intoxication of progressive severity, 
even to deaths(10). The morbidity is heavy 
even for those successfully treated; inva- 
lidism may run from weeks to months. 
There is not only the elimination of the drug 
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to deal with, but also the concomitant physi- 
ologic and nutritional disturbance. 

It can be stated a priori that healthy nor- 
mal persons do not take bromides. It may 
be equally true that addiction to any drug 
requires individual predisposition, and is 
not entirely due to special properties of the 
drugs. Clinical and experimental evidence 
indicates underlying predisposing factors in 
a high percentage of cases, of bromism(3, 
9, 10). Campbell found in 36 cases 20 manic- 
depressives, 4 neurotics (2 alcoholics), 4 
with involutional disturbances, 2 head-injury 
cases, I epileptic, and the remainder with 
various other psychiatric disorders. Angyal 
reviewed 21 cases of “psychosis due to bro- 
mides”; 5 were advanced arteriosclerotics, 
4 severe alcoholics, 4 with involutional dis- 
orders, 4 with physical disabilities, and only 
4 without significant predisposing factors. 
Wagner and Bunbury studied 44 cases of 
bromism ; 27 had underlying psychiatric or 
organic disorders, 7 were cases of mixed 
drug intoxication, and only 10 were without 
demonstrable complicating factors. 

Jellinek et al.(11) did an experimental 
study on 78 normal subjects. They used 20 
institutional psychotics as controls. In the 
normals they induced blood serum bromides 
from 100 to 200 mg.% in 4 weeks, with an 
average of 142 mg.%. In the psychotics 
they induced a mean serum bromide of 134 
mg.% in 6 weeks. Another group of 28 
psychotics were allowed to develop a mean 
serum bromide of 228 mg.% in 8 weeks. 
Fifty-seven percent of the latter showed 
“ataxia, fixed pupillary reaction to light, and 
very marked drowsiness.” They drew the 
conclusion that “normal individuals are not 
liable to develop toxic symptoms at serum 
bromide levels between 100 and 200 mg.%, 
and that mental hospital patients with long 
hospitalization are only slightly more suscep- 
tible . . . . mental patients of the same type 
(with serum bromides of 200 to 300 mg.%) 
show definite signs of intoxication.” Psycho- 
logical studies on the normal subjects indi- 
cate that “at serum bromide levels up to 180 
mg.% per 100 c.c. there is little effect ex- 
cept evidence of sedation observable on such 
psychological functions as perception, speed, 
controlled association, planning ability, spa- 
cial orientation, distractibility, or other func- 


tions which the tests employed may be as- 
sumed to measure.” 

Their conclusions offer unwarranted re- 
assurances about the use of bromides. The 
results of the psychological tests do not indi- 
cate what would happen to these individuals 
if the administration of the drug continued 
beyond the 4-week period. They do not 
allow for the difference between administra- 
tion under control and use without super- 
vision. Perscns taking bromides for the re- 
lief of symptoms on reaching a stage of 
measurable sedation are no longer competent 
to control the rate of further use of the drug. 
The main hazard is chronic intoxication 
rather than acute poisoning. The experi- 
mental findings do not support clinical ex- 
periences, nor do they allow for the numerous 
predisposing factors to intoxication, such as 
state of nutrition, type of diet, cardio-renal 
function, cerebrovascular status, extremes 
of age, emotional stability, etc. The re- 
port from the Colorado Psychopathic Hos- 
pital cites 2 deaths and 1 case of intoxica- 
tion on a serum bromide of 75 to 125 mg.% 
(10). Hodges and Gilmour report “a healthy 
middle aged woman” developed a blood bro- 
mide of 108 mg.% in 9 days on less than 6 
ounces of elixir triple bromides, and another 
patient had a rise in bromide concentration 
from 100 mg. to 305 mg.% in 12 days. One 
of our patients apparently developed an ex- 
tremely high blood level in a matter of 24 
hours. If true, the preceding long bout of 
alcoholism probably had something to do with 
it. Moore et al.(13) reviewed 100 cases of 
bromide intoxication. They found 25% de- 
veloped symptoms within 4 weeks, and 3 
cases in less than 1 week. Nine of their cases 
had only blood bromides of 50 to 150 mg.%. 
Assurance of safety for normal subjects does 
not reduce the considerable risk when used 
for the relief of symptoms. 


ILLUSTRATIVE CASES 


1. L. T., married woman, age 59, was admitted 
on commitment 7-27-51. One committing physician 
(witness) testified he knew the patient since 1935, 
that she had a serious illness 3 years previously from 
which she had recovered, “but her mental condition 
became progressively worse—she was unable to 
walk, she was staggering and her staggering became 
worse, and her mental faculties were becoming 
diminished The last 3 or 4 months she had 
had hallucinations, imaginative ideas, until she is 
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now practically unable to care for herself at all. 

She needs care, very much care. 
Answering the court’s question whether alcohol or 
opiates might have caused the condition, the physi- 
cian said, “No, I think the last 3 to 4 years has been 
just an organic process that has gone on and on.” 
The second physician witness testified, “She is 
suffering from an acute dementia which is of three 
months’ duration only She has deteriorated 
very rapidly in the last 2 weeks.” He considered 
her condition critical. 

Patient had been an alcoholic for years, until 1948 
when she began treatment successively for Bright’s 
disease, gall bladder, liver, and lastly “bladder 
trouble.” Alcoholism stopped with the introduction 
of physical complaints. For more than a year physi- 
cians prescribed bromides supplemented by seconal. 
Three weeks before commitment, dissatisfied with 
reassurances and distressed over the course of 
events, her family consulted another physician. He 
prescribed elixir triple bromides. He had checked 
her previous medication and found she had taken 
“Sod Bromide oz. VIII with at least 6 refills over 
a period of 6 months, also seconal capsules.” 

The husband and a daughter provided an almost 
classical account of progressive intoxication. In 
April they noticed a lag of interest, irritability, 
memory defects for recent events, clumsy use of 
hands, unsteadiness in gait, slurring speech, foul 
breath, loss of appetite and insomnia, although 
drowsy during the day. Finally she had visual 
haliucinations of corpses and angels visiting her 
bedside, confusion, intermittent disorientation, total 
rejection of food, and required 24-hour nursing 
care to keep her in bed. This was her condition at 
the time of admission. 

Course in the hospital: The author did not 
see her until July 31, on which day the first 
bromide test was taken and salt therapy established. 
The serum bromide was 331 mg.%. A repeat 
of the test on 8-3-51 showed 329 mg.%. She 
was twice treated with insulin, which accom- 
plished only an increase in the food and fluid intake. 
Practically no diaphoresis could be induced and the 
procedure was abandoned. Subsequent course was 
difficult for about a week and then recovery was 
quite rapid. Medication in addition to salt was 
therapeutic doses of polyvitamins with supplemental 
nicatinamide. On August 21, the blood serum 
bromide had fallen to 96.8 mg.% and her mental 
faculties were approximating normal, including a 
healthy appetite for food. Patient had regained full 
mental clarity, and gained about 15 pounds by the 
time she left the hospital on September 1. 


2. F. W., age 41, admitted 7-14-51, had been 
picked up by the police 2 days previously and 
lodged in jail on a charge of drunkenness and dis- 
orderly conduct in a public bar. Past history dis- 
closed her father and his father were severe alco- 
holics. Her parents were divorced when she was 16 
years old, and she immediately married. She had 
been married 4 times, presently separated from the 
last man. She had 2 children by caesarean section 
during her third marriage. In 1949 she accepted 
a one-year voluntary commitment to a public mental 


hospital in California and was recommitted for 
another year at the end of the first term. She took 
a number of unauthorized leaves and got drunk each 
time, and finally on 3-23-51 eloped to Nevada. She 
reported continuous intoxication and support by 
prostitution; bromides were used to overcome the 
effect of alcoholism. Medication was obtained by 
requesting drug clerks to dispense her a mild seda- 
tive for a hangover; she nearly always received a 
bromide preparation. 

On admission she was fully oriented with memory 
substantially intact. Behavior was marked by in- 
termittent hyperactivity, restlessness, irritability, 
emotional lability, episodic pressure of speech, 
vague paranoid trend with feelings of being watched 
and talked about. Closed ward supervision was 
required for 3 weeks. Special treatment consisted of 
extra salt, polyvitamins, and attention to elimina- 
tion. Blood serum bromide on July 16 was 250 
mg.% ; by August 3 it had dropped to 22.1 mg.%. 
From the second week in August she was usefully 
occupied full time until discharged for departure 
from the state on September 24. 


3. E. G., single male, age 33, was admitted 9-21-51 
as a psychotic. His mother has been a widow and 
has had to support herself since he was 15 years old. 
The patient graduated from high school and worked 
as a merchant seaman off and on for years. It had 
been his habit to have extended visits with his 
mother after each trip and on these occasions he 
drank excessively. Three months prior to admission 
he came home complaining of nervousness and 
stomach trouble. He was drinking heavily at the 
time. The mother obtained “a nerve medicine” from 
a drug clerk, which was a 3-ounce bottle of elixir 
triple bromides, to take a teaspoonful 3 to 4 times 
a day. He was home about a month and then went 
to a lumber camp for a month. When he returned 
home the stomach trouble was worse, also the 
nervousness and loss of weight. He was still using 
bromides, which he had purchased himself. 

On admission he was grossly toxic—reacted to 
visual hallucinations, murmured to himself, was 
mentally cloudy, and had to be supported for walk- 
ing. The referring physician reported a blood bro- 
mide of over 300 mg.%. Twelve days later he still 
had a serum bromide of 374 mg.%. Six weeks after 
admission serum blood bromide was 88 mg.%. Hal- 
lucinosis disappeared in 2 weeks but orientation to 
time and place continued cloudy for 2 months. 
Physical improvement was likewise very slow, 
despite urging of nourishment and administration 
of vitamins. 

After 4 months, there is now evident a pre- 
existent schizophrenic process. Several electro- 
convulsive treatments intended to relieve a seem- 
ingly endless apathetic mental and physical inac- 
tivity, and stimulate interest in physical improve- 
ment, precipitated frank psychotic manifestations— 
auditory hallucinations, ideas of reference, delu- 
sions of body changes, inappropriate emotional 
responses, and suspiciousness toward the hospital 
environment. Interruption of treatment brought 
gradual subsidence of florid symptoms. The patient 
is without insight into nature of his illness or 
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immediate cause of hospitalization. When told of 
the latter he almost invariably says “Is that so, 
then it’s a good thing they brought me here. You 
have a wonderful place here, how soon can I leave” 
—this while interrupted in an aimless paging of a 
magazine and a hand compulsively covering the 
lower part of his face. He will require an extended 
period of hospitalization. 


4. C. C. Me. a 52-year-old male divorcé, was 
admitted 1-23-52, committed as mentally ill. Per- 
sonal history indicates a restless, neurotic individual 
with short tolerance for frustrations. Alcoholism 
has admittedly been prominent since 1943, including 
a delirium tremens episode in 1948. The last illness 
began with drinking steadily for about 2 months. 
On December 28 a physician left him an 8-ounce 
bottle of bromides to relieve extreme nervousness. 
The doctor visited him the next morning to find the 
bottle nearly empty and the patient stuporous. The 
following morning he was found unconscious on the 
floor of his cabin and was moved to a nearby general 
hospital. The unconsciousness continued for 4 days 
and upon recovery “he developed a paranoid psy- 
chosis.” Treatment consisted of “supportives and 
ACTH gel. 20 mgs. B.I.D.” The attending physi- 
cian concluded there may have been an overdose of 
barbiturates. On 1-17-52 he was moved to the local 
jail pending commitment because he could not be 
safely supervised at the hospital. His transfer to 
the state hospital was unavoidably delayed until 
the 23d. On admission he exhibited confused rest- 
lessness, hallucinosis, motor incoordination, dis- 
orientation, and confabulation. Physical appearance 
showed poor nutrition and tremors. Physical 
examination was described as essentially negative 
except for tenderness over the abdomen; no skin 
rash. 

Course in the hospital: Patient showed lack of 
appetite, refused solid foods, took some fluids by 
mouth, mental condition unchanged. A blood bro- 
mide on January 25 showed a level of 222 mg.% 
and he was started on extra salt and vitamins 
parenteraily. On the 26th he was given 20 units 
insulin wih only a mild activation of interest in 
food. On che 27th he received 40 units, on the 28th 
60 units, and on the 29th and 3oth, 80 units daily 
with a reaction time of 24 to 3 hours, with gratify- 
ing effects, as to appetite, diaphoresis, and sedation. 
During treatments he voluntarily consumed from 
8 to 14 cups of water and elimination was corre- 
spondingly active. Recovery was rapid and com- 
plete. Blood and spinal fluid bromide levels were, 
on January 28, 189 and 134.3 mg.%, and on 
February 6, 54 and 25.1 mg.% respectively. Dis- 
charged March 4, 1952. 


5. M.L.B., a married woman age 72, was ad- 
mitted 4-9-52. She had 2 previous short admissions 
for psychosis due to alcoholism in 1943 and 1949. 
Since the last hospitalization she underwent a 
cholecystectomy, and was intermittently treated for 
arthritis in a public clinic. Competence was pres- 
ent until about 3 weeks before admission, when the 
family noticed failing memory: she couldn’t recal 
her daughter’s telephone number. After that they 


noticed signs of confusion for time and place, rest- 
lessness, loss of appetite, and insomnia. On April 
6 she visited the clinic because she had wandered 
about all night, had refused all food, voiced paranoid 
delusions, and inclined to confabulation. She was 
given a 4-ounce bottle of a mixture containing 
hyoscine and phenobarbital. After starting on this 
medication her disability rapidly increased, includ- 
ing complaints of dizziness and incoordination in 
gait. 

The relatives reported finding in her bedroom 5 
empty vials that had contained Sleep-Eze tablets ; 
each vial holds 26 tablets, each tablet contains 74 
grs. of bromide. The dosage suggested is “Two 
tablets with glass of water. Repeat after 3 hours 
if necessary.” The caution is “Over dosage or 
habitual use or use in the presence of kidney disease 
may be dangerous. Discontinue use if skin rash 
appears or nervous symptoms persist.” It is recom- 
mended as a sedative for a variety of “minor func- 
tional nervous disturbances.” In capital letters the 
product is described as “The Nonhabit-Forming 
Sedative.” With minor variations most proprietary 
containers have similarly inviting and misleading 
labels. . 

Mental status on admission corresponded to the 
description of symptoms. Physical examination 
noted muscle weakness in the extremities, depressed 
deep reflexes, impaired coordination, moderate 
dysarthria and unsteadiness in gait. Blood serum 
bromide was 180 mg.%. 

Course in the hospital: Medication started im- 
mediately with added sodium chloride and high dos- 
ages of polyvitamins parenterally. Patient took very 
little solid food and only moderately of liquids for 
the first 2 days. On the third day she was given a 
moderate hypoglycemic reaction, which resulted in 
a positive desire for food. Thereafter her appetite 
continued good. Blood and spinal fluid bromide 
levels on 4-14-52 were 127 mg.% and 48.5 mg.%. 
On April 21 blood bromide was 51.3 mg.%. An in- 
terview at this time disclosed much mental improve- 
ment but with residuals of impairment for recent 
events, time, and place. There was a disposition to 
confabulate as frequently seen in senility. Further 
improvement is expected although it obviously lags 
behind the rate of bromide elimination. 


Bromides are irritants for the gastroin- 
testinal tract, the nervous system, the glandu- 
lar and respiratory systems, and the skin. 
Symptoms of intoxication largely result from 
this action. Gastrointestinal disturbance is 
evidenced by abdominal tenderness, anorexia, 
fetid breath, and coated tongue. Central ner- 
vous system involvement is expressed in dis- 
turbed cortical and neurological functions. 
Bromides tend to concentrate in the cerebral 
cortex, twice the amount for other parts of 
the nervous system(13). They are recover- 
able from the lachrimal and salivary secre- 
tions ; with nasal and lower respiratory in- 
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volvement there is catarrh and pulmonary 
edema. The skin may react with an acneform 
dermatitis. The bromide concentration in the 
spinal fluid is approximately one-third to one- 
half that in the blood serum. 

Bromide accumulates in tissues and ex- 
tracellular fluids by displacing chlorides. 
Once established at above-normal concentra- 
tions, there is a repetitious process in the 
stomach of resecretion as hydrobromic acid 
and reabsorption as sodium bromide. This 
largely accounts for the protracted gastritis 
and anorexia. It has been estimated that a 
20% to 25% displacement of body chlorides 
will result in toxic symptoms. Persons 
with faulty chloride utilization or on a salt- 
free diet have special susceptibilities to bro- 
mide intoxication. 

The incidence of bromodermata is consid- 
erably lower than is generally believed. Jelli- 
nek et al.(11) found only 2 instances in the 
normal group and 5 among the 28 psychotics 
with the mean serum bromide of 228 mg.%. 
Moore(13) reported only 8 of 34 patients 
with bromide levels of 300 to 500 mg.%. 
Campbell(3) is of the opinion that the rash is 
evidence of an idiosyncrasy and is generally 
associated with severe C.N.S. disturbances. 
He estimates the incidence at about 10%. 
Conceivably it could be due to high concentra- 
tion of bromide near the surface of the skin. 

The excretory mechanisms of the skin 
have prodigious eliminative powers. This 
is readily evident in patients subjected to 
hypoglycemic reactions, and the effectiveness 
is considerably reinforced by liberal intake 
of fluids while the treatment progresses. This 
observation has been utilized in developing 
the use of insulin for the treatment of acute 
alcoholism(14) and the control of the opi- 
ate withdrawal syndrome(15). Essentially 
the same treatment was utilized in 1939 
for several cases of bromism with seemingly 
gratifying results. In the course of the re- 
actions, bromides were recovered from the 
sweat, lachrimal and salivary secretion, and 
from the gastric contents. These observa- 
tions were not reported because about the 
same time adrenocortical hormone (escha- 
tin) (16) was advanced as a positive means 
of hastening detoxification. Also about the 
same time, cases of bromism became scarce. 
The theory of the hormone treatment was 


to raise temporarily the kidney threshold 
for chloride elimination, thus hasten the ex- 
change with the bromides and then, so to 
speak, release the flood gates. The use of 
the hormone for this purpose was soon 
abandoned. 

Insulin therapy still seems to work satis- 
factorily whenever a profuse diaphoresis 
can be induced. Unfortunately, skin activity 
is often seriously impaired in elderly pa- 
tients and those with chronic bromide in- 
toxication. Even when profuse diaphoresis 
is not produced, the treatment has a salu- 
tary influence on the food intake and as a 
sedative. The author still uses 1 or 2 trials 
with insulin at the beginning of treatment 
in addition to the more conventional pro- 
cedures. When effective, the treatment has 
additional merit for patients with bromo- 
dermata and pruritus. It is here suggested 
as an adjunctive procedure; it works most 
favorably when diaphoresis is readily in- 
duced. 

The symptoms of bromism are too varied 
for detailed description in this article. Being 
mindful of the organ systems generally af- 
fected should bring suspicion and an early 
examination of the blood serum. Underlying 
psychiatric disorders, alcoholism, mixed in- 
toxications, and organic diseases may color 
the syndrome. 

Some contraindications to the use of bro- 
mides are suggested. The presence of pro- 
nounced psychiatric disorders, neuroses, alco- 
holism especially, chronically recurring 
somatic complaints, neurologic disorders, 
cerebrovascular diseases, senility, require- 
ment of low salt diets and predisposition to 
acne vulgaris are positive contraindications. 
Bromides are safe only for persons well nour- 
ished, with a healthy appetite and effective 
elimination. All persons taking bromides 
should have periodic testing of their blood 
serum bromide level. 

Treatment is quite simple and generally 
effective: the elimination of bromides is 
hastened by substitution of chlorides. This 
is accomplished by feeding extra sodium 
chloride, 4 to 6 grams per day, besides that 
obtained in the diet. When oral administra- 
tion is not feasible, the salt may be given by 
intravenous infusion of 2 to 5% solutions. 
The literature cautions against excessive ad- 
ministration of salt as likely to cause a tem- 
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porary aggravation of symptoms. When 
administration of sodium must be restricted 
then the ammonium salt may be used. Harris 
and Derien(7) mention the clinical resem- 
blance of bromism to pellagra. They recom- 
mend large doses of nicatinamide, 600 to 750 
mg. per day. Bromism may resemble chronic 
alcoholism, perhaps in part on a nutritional 
deficiency basis; therefore, therapeutically 
effective administration of B-complex vita- 
mins seems indicated. Affirmative evidence 
of niacin deficiency has yet to be established. 
A cogent rule to follow is to treat the bro- 
mism first and any underlying conditions 
after the latter is evaluated. 

Patients with severe bromide intoxication 
should be treated under psychiatric super- 
vision, preferably in a psychiatric hospital. 
They often present difficult management 
problems. The duration of required treat- 
ment can vary from days to weeks, and even 
months. Mental improvement may not paral- 
lel the rate of bromide elimination. The 
effect of central nervous system irritation 
may have its own chronicity, or the underly- 
ing psychiatric disorder previously latent 
may become active. 


CoMMENTS 


The incidence of bromism cannot be even 
reasonably estimated. Presumably it is not 
high as yet, although on the national scale it 
could be considerable. Malzberg(17) reports 
166 cases out of 69,121 admissions, or 0.24% 
during 1944-1947; inclusive were drug psy- 
choses of all types. He does not indicate 
whether these included admissions to emer- 
gency, receiving, and psychiatric divisions of 
general hospitals. Wagner and Bunbury re- 
ported a 4.4% incidence of bromism in 1,000 
consecutive admissions to the Colorado Psy- 
chopathic Hospital in 1930. Levin(18) re- 
ported an incidence of 3.3% of 2,273 first 
admissions at the Harrisburg State Hos- 
pital and the Pittsburgh City Hospital for 
the period 1931 to 1939. However, the data 
from Colorado and Pennsylvania antedate 
the period since 1940. Noyes’ textbook (19) 
states, “In some psychiatric clinics 2% of 
all admissions have been found to be suffer- 
ing from bromide psychosis.” The full effect 
of curtailment in availability of barbiturates 
on the future incidence of bromism should be 


closely watched. A nation that has tripled its 
production of barbiturates from 230,000 
pounds in 1936 to 688,500 pounds in 1950 
(20) will not overlook the availability of 
bromides as a substitute. Bromides are 
available in many proprietary packages under 
enticing and suggestive titles; most of them 
contain full therapeutic doses in the recom- 
mended amounts to be taken. 

Nothing seems gained by defining several 
varieties of bromide psychosis(21). When 
a clinical entity results from a common cause 
variations in the syndrome may be related to 
the prepsychotic personality or an underlying 
independently operating disorder. Bromism 
is frequently associated with underlying psy- 
chic, organic, and personality disorders. De- 
lirium, whether spelled out or otherwise 
described, unless accounted for by a different 
cause, is suggestive of bromide intoxication. 
Its resemblance to pellagra and the acute 
phase of Korsakoff’s psychosis, with or with- 
out the polyneuritis, has been noted. 

Bromism is not entirely due to self-medica- 
tion although refills on prescriptions resulting 
in intoxication may be with the knowledge 
or approval of a physician. Approximately 
50% of the cases obtain bromides on pre- 
scription. Two of our 5 patients received 
bromides from physicians. 


SUMMARY 


Owing to recent tightening of restrictions 
on the sale of barbiturates, there is the pos- 
sibility of an impending rise in the incidence 
of bromism. Bromism still occurs under 
supervision of physicians, partly because of 
the oversight of symptoms and the failure 
to recognize that bromides may eventually 
aggravate the disabilities for which the drug 
was originally prescribed. The contraindica- 
tions to the use of bromides in certain indi- 
viduals are very real, and must be respected 
if intoxications are to be avoided. 
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PRESENT TRENDS IN PSYCHIATRIC NURSING' 
FRANCIS H. SLEEPER, M.D., Aucusta, Maine 


What psychiatric nurses can accomplish in 
their therapeutic efforts is largely conditioned 
by the availability of psychiatric nurses. 
Shortages in trained nurses in mental hos- 
pitals continue at administrative, teaching, 
and clinical levels. 

Dorothy Clark’s excellent and comprehen- 
sive study made last year under the aegis of 
The American Psychiatric Association would 
seem to indicate that a substantial increase in 
the number of nurses employed in mental 
hospitals occurred between 1948 and 1950. 
Her basic data are pertinent to this discus- 
sion. 

In this study based on a 72% return of 
her questionnaire, 407 hospitals reported that 
they had 9,314 nurses, a ratio of one nurse 
to 65 patients. The ratios according to types 
of hospitals were as follows: state hospitals, 
1:106; colonies, 1:183; county hospitals, 
1:91; psychiatric institutes, 1:6; Veterans 
Administration and Federal, 1:22; private 
hospitals, 1:9; psychiatric units of general 
hospitals, 1: 18. 

State hospitals with 72% of the patients 
had 44% of the nurses. Psychiatric institutes 
with 0.3% of the patients had 4% of the 
nurses. Private hospitals with 1.0% of the 
patients had 9% of the nurses. Veterans Ad- 
ministration and Federal hospitals with 9.0% 
of the patients had 27% of the nurses. Psy- 
chiatric units of general hospitals with 2.0% 
of the patients had 10% of the nurses, etc. 

Seven state hospitals, 4 county hospitals, 2 
private hospitals, and one psychiatric unit of 
a general hospital did not have a single nurse. 

The trend away from undergraduate nurs- 
ing schools in mental hospitals has been ap- 
parent for several years. Many of these 
schools did,and still do,excellent jobsat teach- 
ing ; graduates stood high in competition with 
graduates from general hospital training 
schools in state board examinations. More- 
over the graduates were good clinical nurses. 
New York still maintains such schools and 
one notes that this state maintains a ratio of 


1 Read in the Section on Mental Hospitals at the 
ro8th annual meeting of The American Psychiatric 
Association, Atlantic City, N.J., May 12-16, 1952. 


I nurse to 63 patients in its state hospitals, 
being exceeded in this group of hospitals only 
by Idaho, New Hampshire, Delaware, Massa- 
chusetts, and Connecticut. The elimination of 
these mental hospital undergraduate schools 
to some extent has been brought about by ed- 
ucators trying to raise nursing standards, 
and certainly boards of registration of nurses 
in some states have also worked to this end. 
The Committee on Psychiatric Hospital 
Standards and Policies recently issued their 
1951-52 report. Dr. Addison Duval in pre- 
senting this report stated that his committee 
had presented ratios and quotas that it was 
believed would permit a mental hospital to 
provide active treatment and humane care 
for its patients and educational and research 
facilities for its staff. The personnel ratios 
for registered nurses advocated to accomplish 
this end were: 
Admission and intensive treatment service .. 
Continued treatment service 
Geriatric service 


Medical and surgical service 
Tuberculosis service 


To meet the above standards at the Au- 
gusta State Hospital would require 122 reg- 
istered nurses or a ratio of about 1 nurse to 
14 patients. At present the hospital has 19 
graduate nurses, a ratio of 1:92, slightly 
better than the national average but still less 
than a sixth needed to meet the American 
Psychiatric Association Standards. Project- 
ing the Augusta State Hospital figures is per- 
haps rather fruitless as there are so many 
errors possible but we surely can assume that 
to meet American Psychiatric Association 
requirements in United States mental hospi- 
tals we would require at least 40,000 addi- 
tional nurses. The A.P.A. standards are 
based on a 212-day work year although the 
majority of the state hospitals, which carry 
the bulk of the patient load, work, on an 
average, as near as I can estimate, about a 
278-day work year. 

Dr. Duval noted dissatisfaction regarding 
unavailability of registered nurses in certain 
areas and experimentation with training of 
personnel intermediate between registered 
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nurses and psychiatric attendants. This may 
offer a partial solution to the problem. 

Recent reports indicate that there has been 
no substantial gain in the total number of 
student nurses. Moreover, nursing care is 
becoming more complicated and the public 
more demanding of adequate medical and 
nursing care. It would appear obvious there- 
fore that unless marked improvements occur 
in the nursing recruitment program we can 
hardly expect any substantial increase in 
numbers of registered nurses who are pri- 
marily interested in clinical psychiatric nurs- 
ing at least to anything approximating the 
need as outlined by the A.P.A. committee on 
hospital standards. 

On the other hand, nurses working in the 
psychiatric field have forcefully brought to 
our attention certain points that deserve the 
careful attention of all who are concerned 
with the nursing problem. The nursing pro- 
fession, in its journals and through its leaders 
and teachers, has ably presented the different 
aspects of the problem, has recognized the 
challenge of this shortage, and is trying hard 
to meet it. 

The psychiatric nurse is entirely justified 
in her request for adequate compensation for 
her services, not only financially, but also in 
job satisfaction. She desires not only profes- 
sional recognition among her co-workers in 
the nursing profession but also recognition by 
the psychiatrist and administrator as a full- 
fledged partner in the psychiatric team, a very 
much hackneyed term. 

As a full-fledged member of the team she 
wants a hand in formulating policies. With 
regard to this idea most administrators would 
probably agree she wants to use her own 
judgment and initiative within her abilities. 
J find it somewhat difficult to agree, however, 
with Miss Dorothy V. Wheeler (quoted by 
Dr. Esther L. Brown) in her belief that job 
dissatisfaction and not insufficient remunera- 
tion is the cause of shortage of nurses—the 
Veterans Administration in recent years has 
had a high rate (comparatively speaking) of 
compensation. Assuming that the veterans 
hospital nurses have no job dissatisfaction 
and the salary rates were cut to the average 
rates, existing in other governmentally con- 
trolled institutions, I wonder what would 
happen to their fine (comparatively speak- 


ing) nurse-patient ratio of 1:22 which I 
rather suspect from the uniformity of V. A. 
hospital ratios throughout the country is the 
ratio established by the Washington central 
authorities. 

Those teaching centers that are supporting 
active treatment, research, and teaching pro- 
grams, as was to be expected, are faring 
much better for nursing personnel (generally 
speaking) than in those locations where such 
programs are nonexistent. 

The younger college-trained psychiatric 
nurse is more interested in institutional prac- 
tice where the administration generally is 
sympathetic to the type of policy she has 
been taught to respect. She is not too in- 
terested in working in an autocratically con- 
trolled institution. She has been trained in 
democratic techniques but understands that 
there are people who need and comprehend 
authoritarian management on occasion. She 
has had careful indoctrination in modern 
theory and practice dealing with interper- 
sonal relationships and is prepared to use 
these techniques in her management of her- 
self, her subordinates, and her patients. In 
short, the average professionally trained psy- 
chiatric nurse has had an excellent didactic 
training in psychiatry and allied disciplines 
and wants the opportunity to try them out in 
practice under adequate supervision and on a 
partnership basis. 

In order to meet the challenge of active 
treatment and because of the scarcity of 
supply of graduate nurses the teaching of 
affiliate nurses, practical nurses, psychiatric 
aides has become a continuous problem in 
all mental hospitals. Professional teachers 
are badly needed in this field. Taylor reports ? 
that in 1950 ninety percent of the country’s 
training schools provided psychiatric nurs- 
ing practice. Psychiatrists and hospital ad- 
ministrators need to offer every encourage- 
ment to the recruitment of professional 
(collegiate-trained) nurses. We need the 
professional nurse badly and we must see to 
it that those available use their technical skills 
and knowledge to the best possible advantage 
so that their special abilities are not wasted. 
The total supply of nurses available at this 
professional (college-trained) level, even 
with the assistance of grants from the federal 


2 American Journal of Nursing, Sept. 1951. 
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government, is pitifully small. Most institu- 
tions are being forced to accept, and in my 
opinion are fortunate to get, young women 
with a collegiate background but lacking 
the experience that meets A.P.A. standards. 
This situation will probably continue for 
several years. We hospital administrators 
must offer every assistance to these young 
women who are trying hard to establish ca- 
dres of this more highly trained personnel 
who may be of help in solving the over-all 
nursing-care problem of mentally ill patients. 

The charge that the nurse (professional) 
is overeducated seems to me hardly to be 
justified. Perhaps some of us who obtained 
our training many years ago are a little envi- 
ous of the superior knowledge that some of 
these young nurses have obtained at so early 
a period in their development and perhaps 
we need to revise our own attitudes regard- 
ing what role they should fill in our treatment 
scheme. Certainly in the light of our present 
psychiatric knowledge we need all the trained 
assistance we can get to reduce the thera- 
peutic failures in response even to current 
psychiatric practice. That we are exhausting 
the possibilities of our present therapeutic 
armamentarium can hardly be asserted. It is 
a moot question whether there has been any 
significant increase in our discharge rates 
from mental hospitals. Our statistical meth- 
ods for recording results are admittedly in- 
adequate. On the other hand, we certainly 
should not succumb to therapeutic nihilism 
but should accept the challenge of our fail- 
ures. For this purpose we need all the highly 
trained nurses we can attract to our service 
and pay for and they will not remain work- 
ing in a perpetually pessimistic atmosphere. 
The nurses I know will tolerate healthy 
skepticism but they must have the feeling 
that their efforts have value. 

What active treatment programs coupled 
with adequate salaries can do in the filling 
of nursing quotas is well exemplified in 
the comparison of state hospital and Vet- 
erans Administration salaries and numbers of 
nurses. The staff nurse in a VA Hospital 
gets $3,700 per year for a 212-day work year, 
in a state hospital about $2,200 per year for 
a 278-day work year. We constantly hear 
that private enterprise and the states cannot 
match federal salaries. I wonder why not. 


Efforts, of course, should be made to approxi- 
mate state, county, city, and private hospital 
with veterans hospital salaries and hours. 
Nursing surveys have frequently called at- 
tention to poor utilization of nurses’ time and 
allocation of duties. Revisions of duties of 
nurses to eliminate some of the housekeeping 
and nonnursing record-keeping of mental 
hospitals with allocation of these duties to 
other personnel and consequential freeing 
of this time for personal and supervisory 
nursing care seem indicated in some installa- 
tions. 

Prestige is as important to the nurse as 
to anyone else. As W. A. Bryan once said, 
“The difference between a hospital and an 
asylum is psychiatric leadership and nursing 
care.” No one is going to be proud of his as- 
sociation with a mental hospital unless that 
hospital has a reputation in the community 
for first-class medical, surgical, and psychi- 
atric care. These things connote first-class 
personnel. 

It has become customary in some circles 
to speak slightingly of “custodial care.” To 
me, good custodial care for many psychiatric 
patients connotes the best we have to offer 
along with medical, surgical, and psychiatric 
care, occupational therapy, recreational ther- 
apy and reeducation. Approximately 40% of 
mental hospital admissions (state hospital) 
are primarily classifiable as geriatric problems. 
Our therapeutic efforts are not all going to 
be curative. At best much that we have to 
offer in the light of our present knowledge 
will be palliative only. Therefore good cus- 
todial care is a most important service and 
one of society’s most crying needs in this era 
of increased longevity of our people. The 
nurse has as much to offer in the field of 
geriatrics as anyone else. It is a challenge 
that has much to offer the psychiatric nurse. 
With this heavy geriatric load in many of 
our mental hospitals we are going to need 
to develop special nursing leadership that 
can really “sell” this phase of nursing. We 
can’t do it unless it is accorded the admini- 
strative attention it deserves. We cannot ex- 
pect young nurses to meet this problem with- 
out the wholehearted financial support of the 
administration and provision of all necessary 
labor-saving devices and equipment. 

We can, I think, leave the nursing phase 
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of psychiatry to qualified nursing leadership 
aided by medical administrative support. 

By far the majority of mental hospital ad- 
ministrators welcome any measure or assist- 
ance that will increase the discharge rates 
from their institutions. With the obvious 
nursing shortages that exist they must from 
necessity continue to utilize the special skills 
of these nurses to the best possible advantage 
for the most patients. Generally this means 
in the roles of teaching, supervisory ward 
duties, participation in preventive nursing 
measures for both employees and patients, 
and medical and surgical nursing for both 
acute and chronic cases including tuberculosis 
and geriatric cases. The role of the nurse 
in the procedures such as insulin coma, elec- 
troshock treatments, fever therapy, and lo- 
botomy is important and calls for the highest 
degree of skill and knowledge. With the 
vast case load present in the average mental 
hospital in the United States and the ad- 
mitted lack of psychiatrists and no indica- 
tions that such lack will be alleviated in the 
immediate future, it seems rather fatuous 
to argue that nurses should not participate in 
psychotherapy. They use psychotherapeutic 
methods in all their interpersonal relation- 
ships, and will continue to do so if they are 
to be effective. They, along with attendants, 
are successfully participating in group psy- 
chotherapy. 

The better the understanding by the nurse 
of psychopathology and the different theories 
and techniques of psychotherapy and the 
more opportunities she is given to use this 
knowledge and skill with the advice and help 
of the institutional psychiatrist, the more 
reason we have to hope for increased success 
in the hospital practice of psychiatry. As psy- 
chiatric administrators we should encourage 
these democratic trends in the hope of en- 
couraging more nurses to enter psychiatric 
nursing. 


DISCUSSION 


V. Satsman, R.N. (Albany, N. Y.).— 
Dorothy Clark’s study, referred to by Dr. Sleeper, 
gives statistics for the years of 1948-1950 with re- 
gard to numbers of psychiatric nurses available in 
the country. May I add that the National League of 
Nursing Education also published, in October 1950, 
a study made in that spring and entitled “Inventory 
and Qualifications of Psychiatric Nurses” (pre- 
pared by Aurelie J. Nowakowski, R.N., Staff 
Assistant). 


The 1951-1952 report of the Committee on Psy- 
chiatric Hospital Stcndards and Policies, recently 
issued, gives specific objectives at which our hos- 
pitals may aim, regardless of whether or not they 
will be able to attain them in the near future. All 
these reports serve not only as a source of current 
information, but will remain as a standard reference 
by which to measure progress in the future. 

The advanced collegiate programs in psychiatric 
nursing have definitely set higher standards for the 
preparation of all R.N.s going into this field. 
Unfortunately, to date, the graduates from the ad- 
vanced programs have made but a slight indenta- 
tion on the total number needed. Nevertheless, this 
number does mark a big step forward. The stand- 
ards set by these programs are an incentive to all 
nurses, new and old, employed in this field. Many 
are seeking educational leaves to bring themselves 
in harmony with the requirements set for the col- 
legiate group, while many others, unable to take 
advantage of such ‘eaves, are seeking to reach 
similar standards through a much more extencive 
and intensive inse. ice education, the need for which 
was recognized by but a small number in the past. 

At this point may I refer to the Report of the 
Conference on Advanced Programs in Psychiatric 
Nursing and Mental Health Nursing, May 14-18, 
1951, National League of Nursing Education, 1951. 
This report interprets the functions and points up 
the learning experiences essential for the various 
classifications of psychiatric nurses (as arrived at 
by this conference group). 

In line with Dr. Sleeper’s view, I would offer 
the opinion that there is no danger of anyone, includ- 
ing nurses, becoming overeducated. Perhaps what 
doctors refer to when they use this expression is the 
fact that some individuals fail to use the knowl- 
edge and techniques learned with that sound judg- 
ment essential in any professional individual. More- 
over, as Dr. Sleeper has emphasized, surveys call 
attention frequently to the poor utilization of nurses’ 
time and allocation of duties. Certainly with short- 
ages existing in their ranks, it is most essential 
that they make sure that their services are put to 
the best advantage. This means that they should 
aim, above all else, to use their special abilities as 
psychiatric nurses in institutions to maintain 
throughout the 24-hour period the essential climate 
in the psychotherapeutic environment—which objec- 
tive has been determined by the psychiatrist in co- 
operative planning with his entire team. 

With respect to the production of registered 
nurses for the psychiatric field in New York State, 
as contrasted with the picture in Maine as reported 
by Dr. Sleeper, on March 31, 1952, the New York 
State Department of Mental Hygiene had 1,729 
registered nurses employed in its institutions. This 
was a total increase of 460 registered nurses from 
March 31, 1947, making an average increase of 92 
R. N.s per year. The 18 state-accredited schools in 
that period graduated approximately 900 candidates, 
the total increase of employed R. N.s being more 
than 50% of the number graduated. Stipends have 
been granted by the State Mental Health Commis- 
sion for advanced courses in psychiatric nursing for 
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teachers and supervisors. The basic schools, cur- 
riculum, and physical facilities have been improved 
each year with a definite objective of bringing these 
up to all appropriate standards recommended by the 
state and national accrediting bodies. While we do 
not have as many nurses in all sections of the state 
as we need, we are optimistic with regard to the 
future as to both quality and quantity of profes- 
sional nurses. 

The most important point that I would like to 
bring out with respect to Dr. Sleeper’s paper is the 
fact that the term psychotherapy is used by psy- 
chiatrists and nurse educators with various and 
sundry meanings. To date there has been no proper 
definition of the word with respect to the functions 
of the psychiatric nurse. 

The New York State Department of Mental Hy- 
giene last month launched a series of inservice 
education conferences for all registered nurses 
employed in the Department (approximately 1,729). 


These are being held in 6 regions of the state—each 
region holding 4 separate conferences of one week 
each—every nurse scheduled to participate for one 
full week. Psychiatrists participate also in each 
group. The theme of the conferences is “dynamics 
of human relationships.” To date one finding is 
that as the nurses and psychiatrists have considered 
the specific attitudes and human interrelationships 
involved in the professional functions of the nurse, 
the question arising is: what is the definition of 
psychotherapy? They all eventually arrive at the 
same nebulous point—confusion with respect to the 
extent to which the psychiatric nurse may function 
in psychotherapy. 

One psychiatrist has suggested the need for coin- 
ing 2 new words: one to define psychotherapy as 
may be agreed upon as the function of the registered 
nurse, and one to define that which is definitely 
limited to the functions of the licensed psychiatrist. 
This matter stili requires clarification. 
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This year marks the 150th anniversary of 
the birth of Dorothea Lynde Dix, whose in- 
defatigable labors brought about a revolution 
in the care of the mentally ill in America. In 
a biography of Dorothea Dix(1), published 
50 years after she died, she is referred to as 
the “forgotten Samaritan,” whose work is 
summarized as follows: “From thirteen in- 
stitutions for the mentally ill in 1843, the 
number had risen to one hundred and twenty- 
three in 1880, of which seventy-five were 
state owned . . . In the founding of thirty- 
two of the seventy-five state hospitals, Doro- 
thea Dix had an intimate part.” 

Two letters written by this “forgotten Sa- 
maritan” have just come to light. The first 
was found among the papers of Dr. Isaac 
Ray (1807-1881), “her dear old asylum 
friend” (2), and the first superintendent of 
Butler Hospital in Providence. It was written 
in January 1843, less than a month before 
the legislature of Massachusetts, goaded to 
action by her exposure of the plight of the 
mentally ill, passed a bill recommending that 
“additional buildings be erected at the hos- 
pital at Worchester near the existing build- 
ings to provide accommodations for two hun- 
dred more patients.” + The provisions of the 
bill would increase the capacity of the Wor- 
cester Hospital to about 500. The letter that 
follows was addressed to “The Resident Phy- 
sician of the Lunatic Asylum, Augusta, Me.,” 
where Dr. Isaac Ray was then superintendent 


(1841-1844) : 


Boston, January 27th, 1843. 


Dear Sir. I am solicitous for your opinion upon 
a subject involving many interests, and which re- 
quires the great consideration, and the benefit of re- 
sults drawn from long experience and observation. 
It is a question here, with many good minds, and 


1 See reference 1, p. 96. Miss Dix estimated that 
there were at that time in Massachusetts 958 in- 
digent idiots and mentally ill maintained as public 
charges and around 800 at private expense, whereas 
the existing institutions could accommodate a total 
of only about 500 patients. 
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the which must be acted upon, whether the well- 
being, moral and physical, of the Insane, can be as 
well secured, and all employments as easily supplied, 
in a Hospital so large as to afford accommoda- 
tion to four or five hundred patients, as one contain- 
ing half that number. Considering also that there 
be as many Incurables as Curable cases. I am anx- 
iou. for the conclusions afforded by yr professional 
labors, and shall esteem it a special favor if you can 
impart your views as early as possible. 

For the liberty taken in pressing my request, I 
find an apology in the claims of suffering humanity. 
Very respectfully, D. L. Drx. 


Among the “good minds” in Boston who 
came to the support of Miss Dix was Dr. 
Luther V. Bell of the McLean Hospital. He 
had corroborated the evidence of degradation 
and misery of the mentally ill in Massachu- 
setts, which she had gathered for her “Me- 
morial” to the legislature—evidence collected 
over an 18 months’ period when she visited at 
least once every almshouse, workhouse, and 
prison within the state.? It may have been 
at Dr. Bell’s suggestion that Miss Dix wrote 
to the “resident physician” at Augusta. In 
any event, Dr. Bell in a letter to Dr. Ray in 
March 1843 wrote: “Nothing new with re- 
spect to insane affairs here. Miss Dix has to 
my surprise consented to have Worcester 
enlarged, and now I think it may be done... 
For the best good of the insane cd have 
wished it different” (3). 

In 1844, following her victory in Massa- 
chusetts, Miss Dix played an important part 
in the founding of Butler Hospital, a project 
already initiated before she appeared on the 
scene. Although it could not be expected to 
be so close to her heart as the hospitals she 
subsequently conceived of and fostered from 
the start—particularly, the New Jersey State 
Hospital at Trenton, which she called her 
“first-born child” (1848)—nevertheless, to- 
ward Butler Hospital, her step-child, she 
maintained interest for over 40 years, as this 
second letter shows. It was written in 1873 


2 See reference 1, p. QI. 
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to Dr. John W. Sawyer, who was Dr. Ray’s 
successor : 


Boston, Nov. 3d, 1873. 


To Dr. Sawyer—Dear Sir, I reached Boston 
duly—pr way train—and reached my Brother’s 
residence in Dorchester before dark on the day of 
parting from yrself and Mrs. Sawyer. Increased 
cough with attending discomforts at this date force 
me to some cautionary measures of carefulness 
which a good deal interferes with my projected ac- 
tivities. I have thought much of yr present position 
and plans. The first line of progress is reached by 
yr clear conviction that a positive work is to be 
done to bring yr Institution in range with others 
having the treatment of the Insane to conduct with 
success. A great many little helps not costing so 
much money as the effective application of moderate 
means for good results. Get rid of the cold, bare, 
poverty-like expression of the place in centre and 
wings, exclusive of yr own and the Matron’s apart- 
ments, as much as possible. When you must use 
wallpapers, choose cheerful well lighted patterns. 
The same for carpets. A few Brackets in yr re- 
ception rooms—with Books or flower-vases of 
pretty shapes and harmonizing colors—which need 
be tasteful rather than costly. A few nice articles 
on the mantle-pieces and tables, etc., etc. Excuse 
suggestions. 

A graceful high-arching trellis over yr front door, 
covered with a very quick-growing Ampelopsis, 
that handsome native climber. A greater breadth 
(involving very few hours work only) to yr car- 
riage bays near yr door—would take off the 
crowded contracted look. Just the removal of a 
few feet of turf would give an improved effect and 
add to convenience in driving up and away. Yr 
wards do need carpeting—very much. They are as 
clean as clean can be, but carpets for all classes of 
patients are so universal that the exception yr wards 
show creates unpleasant ideas of deficient comfort. 
Will you let me add the suggestion only that per- 
haps a few degrees higher temperature than is us- 
ually supplied for the patients may be conducive of 
much increased comfort. Is not 68° rather low for 
feeble people of impaired health?—and rather thinly 
clad? I indicate these points which may be a devia- 
tion from old established usages and might assure 
you more patients in time. Yr. Hospital ought to 
have capacity for 250 patients and be made attrac- 
tive, for you can head such an Institution, and it is 
greatly needed. You will find the best influences 
and interests of the Institution promoted by as early 
improvements as can be made. If I can in any way 
assist your endeavors, I shall be found both ready 


and willing to do so with hearty goodwill for both 
the Hospital anc its Superintendent. 
Appreciating the attentions and cordial welcome 
of yrself and Mrs. Sawyer, and wishing . . . pros- 
perity, health and happiness, I am yr fd, saluting 
by the chance, the precious little Baby, D. L. Dix— 


The letter seems to have disturbed Dr. 
Sawyer, for on December 6, 1873, he wrote 
to Dr. Ray in Philadelphia: “We have re- 
cently had a visit from Miss Dix, who criti- 
cized some things more severely than I have 
been accustomed to hear and left me a little 
discouraged.” Dr. Ray’s tact is evident in 
his reply of December 11: “I am surprised 
that Miss Dix lingers so long at the North. 
She often censures without good judgment, 
but has generally a basis for her censures.” 
In a postscript, he adds: “Don’t suppose my 
remark about Miss D’s basis is applicable in 
your case. I give it only a very general ap- 
plication.” * 

We can only conclude that, to quote Dr. 
Ray again, this remarkable woman “over- 
came obstacles that would have defied the 
ruder efforts of the other sex”(4) because 
her primary object was not to censure and 
to blame, but rather to help and care for the 
mentally ill, to whom she was, indeed, a Good 
Samaritan. 
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PROCEEDINGS OF THE AMERICAN PSYCHIATRIC 
ASSOCIATION 


THE ONE HUNDRED AND EIGHTH ANNUAL MEETING 
ATLANTIC CITY, 1952 


The One Hundred and Eighth Annual 
Meeting of The American Psychiatric As- 
sociation was held at the Convention Hall in 
Atlantic City, New Jersey, May 12 through 
16, 1952. The official opening meeting was 
called to order at 9:30 A. M., May 12, by the 
President, Dr. Leo H. Bartemeier. The 
Reverend John J. Henry gave the Invocation, 
and an address of welcome followed by Dr. 
Anthony G. Merendino, President of the 
Medical Society of Atlantic County. Dr. Bar- 
temeier responded appropriately to this cor- 
dial welcome, and then called upon Rabbi 
Martin M. Weitz for the Benediction. ~. 

Dr. Bartemeier, with a few words of praise 
and appreciation, introduced to the member- 
ship the President-Elect, Dr. D. Ewen Cam- 
eron. The report of the Medical Director 
was given and received with great interest. 
Dr. Bartemeier then introduced separately 
official representatives of other organiza- 
tions in the United States and several dis- 
tinguished ‘guests. The Chairman of the 
Committee on Arrangements, Dr. George W. 
Smeltz, made a few announcements and ex- 
pressed appreciation to all who had so ably 
assisted him, especially the Ladies Com- 
mittee headed by Mrs. Werner Hamburger. 
Dr. David A. Young, Chairman of the Pro- 
gram Committee, announced an innovation 
in the program, which was the open meetings 
of all Committees under the direction of 
the respective Coordinating Committees on 
Monday, Tuesday, and Wednesday after- 
noons. He called the attention of the mem- 
bership to the November 1, 1952, deadline 
for the receipt of abstracts of scientific papers 
for the 1953 annual meeting. 

The Secretary, Dr. R. Finley Gayle, Jr., 
reported the total membership as 7,105, in- 
cluding 1,643 Fellows, 4,116 Members, 970 
Associates, 242 Life Fellows, 21 Life Mem- 
bers, 22 Honorary Members, 65 Correspond- 
ing Members, and 26 Inactive Members. The 


next matter of business was the report of the 
Treasurer, Dr. Howard W. Potter, for the 
period April 1, 1951, to March 31, 1952. 
This report appears separately as a part of 
these Proceedings. 

The President-Elect, Dr. D. Ewen Cam- 
eron, took the chair, and the President, Dr. 
Leo H. Bartemeier, gave a most stimulating 
and thought-provoking Presidential Address 
on the general topic of psychotherapy and 
psychoanalysis in the setting of all established 
régimes, to which Dr. Cameron responded 
with high praise. 

A Memorial to Dr. Samuel W. Hamilton 
was presented by Dr. George S. Stevenson.* 
The Convention rose in honor of this dis- 
tinguished gentleman and remained standing 
while the Secretary read the roll of all mem- 
bers deceased the past year. 

At the business session for members on 
May 13, the Chairman of the Board of 
Tellers, Dr. Crawford N. Baganz, gave the 
result of the mail ballot for the election of 
officers and Council members as follows: 
President-Elect, Dr. Kenneth E. Appel ; Sec- 
retary, Dr. R. Finley Gayle, Jr. ; Treasurer, 
Dr. Howard W. Potter; Councillors, Dr. 
Henry A. Davidson, Dr. Francis J. Gerty, 
Dr. Frank F. Tallman; and Auditor, Dr. 
C. C. Odum. Dr. Baganz also reported the re- 
sults of the mail ballot on Amendments to 
the Constitution and By-Laws as presented 
at the 1951 annual meeting. He reported that 
the following Amendments (Propositions 
1 through 8) were defeated: 


1. (By petition) Article III, Section 5 of the 
Constitution. This section to be amended by adding 
the adverbs “honorably and consistently” so that 
as amended it would open with the words: 


“5. Members hereafter shall be chosen from 
physicians who have honorably and consistently 
specialized in the practice of psychiatry for... .” 


1 This Memorial appeared in the November 1951 
issue of the JouRNAL. 
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2. (By petition) Article III, Section 6 of the 
Constitution. This section, which reads, “Associate 
Members shall be physicians who have had at least 
one year’s practice in a mental hospital or its 
equivalent,” to be deleted and replaced as follows: 


“6. Associate Members shall be chosen from 
physicians of good character who have had ade- 
quate training and experience in standard basic 
psychiatry including at least one year of satisfac- 
tory full-time practice in clinical psychiatry in 
an approved psychiatric hospital or its equivalent.” 


3. (By petition) Article III of the Constitution. 
This section to be amended by adding to it a new 
section numbered and worded as follows: 


“12. Tenure of membership in any class shall 
be contingent on the possibility that after admis- 
sion to membership there may be found to have 
existed a defect in the member’s qualifications for 
admission such as would disqualify him for con- 
tinued membership if the defect originated after 
admission.” 


4. (By petition) Article III of the By-Laws. 
This article to be amended by changing the title to 
read: “Admissions, Resignation and Dismissal,” 
by renumbering Sections 1 and 2 to be 2 and 3 
respectively and by adding a new section numbered 

and worded as follows: 


“1, At least three months prior to final action 
taken on every applicant by the Committee on 
Membership, the name of the applicant shall be 
published in a manner that permits the name to 
be known to the entire membership.” 


5. (By petition) Article VII, Section 2 of the 
Constitution. This section to be amended by adding 
a new sentence as follows: 


“... The Council may appoint a Fellow of 
the Association to serve as Medical Director on 
salary; he may make financial and other commit- 
ments with approval of the membership at an 
annual meeting or interim approval of the Council. 
He shall submit reports to the membership re- 
garding his activities.” 


6. (By petition) Article VII, Section 6 of the 
Constitution. This section to be amended by chang- 
ing the last clause to read: 


“6, [The Council] . . . . is empowered to adopt 
a budget for current expenses of the Secretary, 
Medical Director, the Treasurer, the Executive 
Assistant and Committees for the ensuing year, to 
apply the incomes of special funds to the purposes 
for which they were intended, and to submit for 
mail ballot powers not provided herein.” 


7. (By petition) Article II of the By-Laws. This 
article to be deleted and the following inserted : 


“II. The annual dues and assessments of Fel- 
lows shall be $30; of Members, $14; and of As- 
sociate Members, $10. No dues shall be required 
of Life Fellows and Members, of Honorary Mem- 
bers, and of Corresponding Members. All classes 


of membership shall receive the JourNAL and 
other regular publications of the Association with- 
out charge.” 


8. (By petition) Article II of the By-Laws. This 
proposed amendment is the same as Number 7 above 
except that it sets the dues for Members at $15 in- 
stead of $14. 


Dr. Baganz reported Propositions 9 
through 15 as adopted.” 

At the business session for members on 
May 14, the recommendations of the Commit- 
tee on Membership, as approved by Council, 
relative to the election of new members and 
changes in status of certain members were 
presented and duly accepted. The Secretary, 
Dr. Gayle, reported the principal and impor- 
tant actions of Council at its meetings on 
November 4, 1951, and May 10 and 11, 1952. 
These actions of Council were approved. Re- 
ports of Council and Executive Committee 
actions appear separately as a part of these 
Proceedings. 

There followed an interesting report of 
the work of the American Association for 
the Advancement of Science by the APA 
representative, Dr. Jacob E. Finesinger. 
Dr. Gayle announced that the newly elected 
members brought the total of membership 
to 7,572. 

At the annual banquet on May 14, the Past 
President’s badge was presented to Dr. Bar- 
temeier by Dr. Whitehorn, and Certificates 
of Commendation were presented to outgoing 
officers, councillors and committee chairmen. 
The Mental Hospital Achievement Awards 
were presented by Dr. Winfred Overholser, 
Chief Consultant of the Mental Hospital 
Service, to the following: First: S. O. 
Johnson of the Lakin (W. Va.) State Hos- 
pital for the subject “The Making of a Hos- 
pital—New Concepts and New Personali- 
ties.” Second: Dr. R. C. Rowell of the Austin 
(Texas) State Hospital for the subject “A 
Plan for Improvement which Transformed 
the Senile Wards.” Third: Dr. J. T. Nara- 
more of the Larned (Kansas) State Hospital 
for the subject “The Development of a Full 
Occupational and Recreational Therapy De- 
partment.” Honorary mention was awarded 
to Dr. Jess V. Cohn of the Embreeville 
(Pa.) State Hospital for the subject, 


2 These amendments were listed in the July 1952 
issue of the JouRNAL. 
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“Change-over from a Custodial Institution 
to a Modern Treatment Hospital,” to Dr. 
Harry J. Worthing of the Pilgrim (N. Y.) 
State Hospital for introducing chemical treat- 
ment of sheets to prevent urinary lesions and 
odors, and to Dr. H. B. Knowles of the Pe- 
oria (Ill.) State Hospital for the establish- 
ment of the first separate facility for the 
treatment of mentally ill children. The Hof- 
heimer Prize was awarded by Dr. Nolan D. 
C. Lewis to Dr. Robert Arnot and his assist- 
ants, Miss Beatrice Talbot and Dr. Milton 
Greenblatt, for a research paper entitled, 
“One to Four Years Follow-up of 205 Cases 
of Bilateral Prefrontal Lobotomy.” The first 
recipient of the Isaac Ray Lectureship Award 
was announced as Dr. Winfred Overholser, 
who will give 2 lectures at the Harvard Law 
School on November 13 and 14, 1952, and 2 
lectures at the Harvard Medical School on 
November 17 and 18, 1952. 

At the business session of members on 
May 16, the report of the Committee on Res- 
olutions was presented by Dr. Ivan C. Ber- 
lien, as follows: 


Mr. President and Fellow Members, your Com- 
mittee offers the following resolutions for your con- 
sideration and action: 

1. Resolved, That the President and Members of 
the American Psychiatric Association, convened in 
Atlantic City for their lo&th Annual Meeting, do 
hereby express their appreciation to His Honor, 
Joseph Altman, Mayor of Atlantic City, for the 
cordial welcome accorded to our Association. 

2. Resolved, That the Association record its ap- 
preciation for the splendid cooperation extended by 
Anthony G. Merendino, M.D., President of the 
Medical Society of Atlantic City. 

3. Resolved, That the Association, here assembled, 
express and record our great gratitude to its dis- 
tinguished President Leo H. Bartemeier for his 
competent and wise direction of the affairs of the 
Association as well as for the leadership which he 
has exercised throughout the country in the name 
of this Association, as a result of which the prestige 
of psychiatry has been greatly enhanced. His 
special emphasis to constantly remember the warm 
human relationship that should always exist between 
patient and doctor deserves special commendation. 

4. Resolved, That the Association expresses its 
appreciation for the constant devotion to the de- 
manding tasks, which made this meeting so emi- 
nently successful, to the Officers, Members of the 
Council, Section Chairmen, and Section Secretaries. 

5. Resolved, That we herewith record our sincere 
thanks and acknowledgment for their unstinting 
devotion to duty and enthusiastic service rendered 
to the Association throughout the past year to Dr. 


Daniel Blain, Mr. Austin M. Davies, and their 
most efficient staffs who labor ofttimes unseen and 
unheard in order that the multitudinous affairs of 
our Association may be carried to fruition. 

6. Resolved, That the continued gratitude of the 
Association be expressed to Dr. Clarence B. Farrar 
for his efforts on our behalf as Editor of the 
AMERICAN JOURNAL OF PsYCHIATRY. 

7. Resolved, That the thanks of the Association be 
extended to the members of the press for their 
active recording of the proceedings of our 108th 
Annual Meeting and that a special resolution be 
adopted for which our Association goes on record 
expressing regret at the death of the late How- 
ard W. Blakeslee, who, as Science Editor of the 
Associated Press, covered news of psychiatry in 
such a manner that it resulted in a distinct contri- 
bution to the advancement of science and public 
education. Be it further resolved, that the sympathy 
of the Association be expressed to his family and 
that copies of this resolution be sent to his family 
and to the Officials of the Associated Press. 

8. Be It Resolved, That special thanks be given 
to Judge Luther W. Youngdahl for his inspiring 
address on “Mental Health and National Stability” 
at the Devereux Foundation dinner and that a letter 
be sent to him expressing our appreciation and 
thanks. 

9. Be It Resolved, That the Association commend 
Dr. David A. Young and his Committee on Pro- 
gram for the excellent organization of the Program 
and for the interesting material which was presented 
and discussed. 

10. Resolved, That the Association record its ap- 
preciation for the splendid hospitality of the Com- 
mittee on Arrangements and especially to its Chair- 
man, Dr. George W. Smeltz. 

11. Resolved, That the Association express its 
very real appreciation for the extraordinary con- 
tribution of a very vital nature made by the members 
of the Budget Committee, which during this Meet- 
ing has devoted three-fifths of its time to the work 
made necessary for the operation of the numerous 
activities of the Association, which has operated 
during the past year on a balanced budget. 

12. Resolved, That the Association express its 
sincere thanks and appreciation to the Honorable 
Curtis Bok, Presiding Judge, Court of Common 
Pleas No. 6 of Philadelphia, for his very fine 
address on the occasion of the public meeting. 

13. Resolved, That the Association acknowledges 
and expresses its wholehearted thanks to the fol- 
lowing for the many gracious and helpful activities 
without which this meeting would have been a much 
less rich experience for all of us: Mrs. Werner 
Hamburger, Chairman of Special Program for 
Ladies; Mrs. Kenneth B. Walton, President, Atlan- 
tic County Association for Mental Health; Miss 
Mary Riley; and Mr. Al Skeen and Mr. Dan Moltz 
of the Convention Hall. 

Deserving a special commendation, Miss Clara D. 
Adams, Secretary of the Atlantic City Convention 
Bureau, volunteered magnificent cooperation for 
the Ladies Committee in arranging for the luncheon 
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in honor of Mrs. Bess Bartemeier and the particu- 
larly gracious gesture of arranging to have flown 
in orchids for each of the ladies attending the 
luncheon. 

14. Resolved, That the Association express its 
appreciation to the Smith, Kline and French Com- 
pany for a donation of $25.00 for the Ladies 
Committee. 

15. Resolved, That we, as members of the As- 
sociation, herewith acknowledge with pleasure the 
recognition that scientific and business meetings 
can and have been of a high order of excellence and 
entertainment in consideration of which we resolve 
further to strive to maintain and further the cause 
of psychiatry and reconvene with renewed vigor and 
strength with our friends of the West Coast. 

Respectfully submitted, 

Hersert E, CHAMBERLAIN, M.D., 
Ivan C. Beruien, M.D., 
Natean K. Rickies, M. D., Chairman. 


The report of the Committee on Resolu- 
tions was duly approved. 
The Secretary then reported important 


M. Mortimer Sherman, Brooklyn, N. Y 


LIST OF DECEASED MEMBERS AS READ AT THE 
1952 ANNUAL MEETING 


Bela Hajos Heksh, New York, N. Y... 
William Baillie, Toronto, Ont., Canada 


Robert L. Dixon, Caro, Mich.......... 


actions of Council taken at its meeting on 
May 15, and Dr. Robert Felix, Chairman of 
the Budget Committee, presented the budget 
for the coming year. Both these reports, 
which were duly accepted by the membership, 
appear separately as a part of these Pro- 
ceedings. 

Dr. Karl Bowman presented an interim 
report of the Committee on Consolidation of 
the Offices of the Association, stating that 
his Committee was seriously studying this 
matter from *very angle, and was not un- 
mindful of the advisory vote of the member- 
ship, but had no recommendation as yet. 
Dr. Leo H. Bartemeier, with some appropri- 
ate words, presented the gavel of office to 
Dr. D. Ewen Cameron, who assumed the 
Presidency of the Association and adjourned 
the 108th annual meeting of the American 
Psychiatric Association. 


Johann G. Auerbach, New York, N. Y..............ee00. Died Jan. 20, 1950 
A. Farmer, Hartiord, Comms. Died June 28, 1950 
obert Wolf Biach, Ft. Worth, Tex..............eeeee00: Died July 8, 1950 
J. William Beckmann, New York, N. Y..............-46- Died Sept. 8, 1950 
Catherine N. Munro, Columbia, S. C..............eeeee0. Died Nov. 7, 1950 
George H. Freeman, Warm Springs, Mont................ Died Dec. 2, 1950 
Daniel M. Rosman, Phila, Pa... Died Dec. 12, 1950 
Benjamin Lee Allen, New York, N. Y.............0e000% Died Dec. 12, 1950 
Eugene D. Bondurant, Mobile, Ala.............ceecceeeees Died Dec. 25, 1950 
Died Jan. 18, 1951 
Lennart W. Wiren, Detroit, Mich...................eeee0: Died Jan. 18, 1951 
Joseph Stokes Stewart, St. Thomas, Ont., Can............. Died Jan. 25, 1951 
Gladys B. Trommald, Anoka, Minn..............ccccsesees Died Mar. 1, 1951 
William Joshua Johnson, San Antonio, Tex............... Died Mar. 6, 1951 
Frank Elliott Leslie, St. Petersburg, Fla.................. Died Mar. 27, 1951 
Samuel D. E. Woods, Oswatomie, Kan............. ...Died April 2, 1951 
Morgan B. Hodskins, Palmer, Mass............. ..Died April 3, 1951 
Harry M. Gardiner, Harding, Mass................ .-Died April 3, 1951 
Jose R. Maymi, San Juan, Puerto Rico ........... ... Died April 10, 1951 
John A. Shoemaker, Gallipolis, Ohio.............. ...Died May 2, 1951 
Earl W. Fuller, Greystone Park, N. J.............. ...Died May 16, 1951 


..Died June 11, 1051 
.Died June 15, 1951 
.Died June 21, 1951 


S. W. Hartwell, Lansing, ..-Died July 30, 1951 
Frederick Roy Carter, South Portland, Maine....... ; .Died Aug. 19, 1951 
Glenn C. Anderson, Phoenix, Ariz.................. -Died Aug. 26, 1951 
Charles P. Fitzpatrick, Compton, Calif............ .Died Sept. 1, 1051 
Stanley G. Law, Minneapolis, Minn....................0+- Died Sept. 3, 1051 
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Convas L. Markham, Amityviile, N. Y 

Rodney R. Williams, Dobbs Ferry, N. Y 

Morris Goldberg, Cincinnati, Ohio 

Vernon C. Branham, Silver Spring, Md 

Harold R. Carter, Denver, Colo 

Samuél Remirez Moreno, Mexico City, Mex 

Mabel D. Ordway, Boston, Mass...........ccccccccccceecs Died Nov. 26 
Robert P. F. Fitzgerald, Newark, N. J 

Samuel W. Hamilton, Burlington, Vt 

Elias A. Reed, Brooklyn, N. Y 

Nathan H. Garrick, Boston, Mass. 

Foster Kennedy, New York, N. Y 

Byron James Hughes, Winnebago, Died Jan. 
F. A. Carmichael, Kansas City, Mo 

Arthur S. Moore, Sarasota, Fla 

J. Fremont Bateman, Columbus, Ohio 


REPORT OF BOARD OF TELLERS, MAY 13, 1952 


REPORT OF VOTING ON OFFICERS TALLY OF VOTES ON AMENDMENTS 


AND COUNCIL TO THE CONSTITUTION AND 
BY-LAWS 


Total votes cast 


President-Elect .. Kenneth E. Appel 


Secretary 
Treasurer 


Councillors! .... 


Auditor 
This is to 


Total votes cast 


R. Finley Gayle, Jr Proposition 
Howard W. Potter 
Henry A. Davidson 

Francis J. Gerty 

Frank F. Tallman 


certify that this is a complete tally of 


the mail ballot on Officers and Council. 


C. N. Bacanz, M.D., 
Chairman, Board of Tellers. 


1Leo H. Bartemeier, Detroit, Michigan, retiring 
President, becomes the fourth member of Council 
by constitutional requirement, Article IV, Section 1. 


This is to certify that this is a complete tally of 
the mail ballot on amendments to the Constitution 
and By-Laws. 

C. N. Bacanz, M.D., 
Chairman, Board of Tellers. 


1951 
» 1951 i 
» 1951 
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» 1951 3 
: , 1951 
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1952 
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1952 

1952 
1052 
........ 1,015 
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SUMMARY OF MEETINGS OF COUNCIL AND EXECUTIVE COMMITTEE 
MAY 20, 1951, TO MAY 15, 1952 


This report is of necessity limited to a brief 
summary of the principal activities and important 
actions of the Executive Committee and the Council. 
It is hoped that its brevity will interest many mem- 
bers who might otherwise ignore it. 

No reference is made to the many routine matters 
that require attention at every meeting. Only actions 
of the Executive Committee that do not require the 
approval of Council are reported under Executive 
Committee meetings since matters that require 
approval are reported from Council. 

Executive Committee Meeting, May 20, 1951.— 
A special meeting called because of withdrawal of 
contribution of NAMH to the CIB. Voted to 
secure funds from outside sources to ensure con- 
tinuation of CIB until it could become self-support- 
ing, to urge NAMH to reconsider decision to with- 
draw all funds. Voted to request Treasurer and 
Chairman of CIB to prepare statement of estimated 
receipts and expenditures of CIB from October 1, 
1951, to June 30, 1952, for consideration of Execu- 
tive Committee. 

Executive Committee Meeting, July 1, 1951.— 
Received report that NAMH would make a con- 
tribution of $1,000 per month to CIB beginning 
October 1, 1951. Received annual report of Ameri- 
can Board of Psychiatry and Neurology for year 
1950 including a statement that 626 candidates were 
examined, 342 certified in psychiatry, 36 in neurol- 
ogy, and 3 in psychiatry and neurology. Reiterated 
policy that Mail Pouch would be open for distribu- 
tion of reprints by members without endorsement 
and at no cost to the Association. Appointed Dr. 
Daniel Biain to represent the APA at a conference 
on Rehabilitation of the Handicapped Worker 
Over Forty to be held at Ann Arbor, Michigan, 
July 11-13, 1951. Voted to join the Psychiatric 
Aide Section of the NAMH in sponsoring a Psy- 
chiatric Aide Workshop and to send a representa- 
tive from the APA. Voted to accept the invitation 
of the National Training Laboratory in Group 
Development to send a representative of the APA to 
serve as chairman of a work conference on Prob- 
lems of Mental Health Research. Authorized the 
Chairman of the Committee on Academic Edu- 
cation to secure funds to defray part of cost of print- 
ing and distributing of such literature of this Com- 
mittee as Council approves. 

Executive Committee Meeting, September 23, 
1951.—Authorized the Mental Hospital Service to 
secure funds for research into and information 
concerning mental hospital architectural plans and 
equipment with a view to producing a Manual of 
Mental Hospital Planning and Equipment. De- 
clined with regret an invitation from the Indian 
Psychotherapeutical Society to send a representative 
to its meeting, but complied with its request to send 
some reprints of articles pertaining to psychiatry. 
Voted approval of a communication to the Civil 
Service Commission prepared by the Committee on 


Psychiatric Social Work regarding inequities in 
the social service classification. Approved proposed 
change in New York Medical Practice Act (to in- 
clude “mental and nervous disorders” within the 
definition of medical practice) as recommended by 
the New York state psychiatric societies. Received 
a statement prepared by the ad hoc Committee on 
Civilian Defense for the benefit of the medical pro- 
fession on the management of emotional factors in 
casualties among civilians due to war disasters, 
requested that, the first half be revised to be more 
specific, but voted to send the statement to the 
Federal Civil Defense Administration as an interim 
report. Disapproved the report of the Committee 
on Ethics presented to Council in May and referred 
to the Executive Committee for study and action, 
and requested the Committee on Public Education 
and Relations to explore the possibility of establish- 
ing policies regarding professional publicity between 
the press and the APA. Approved the request of 
the Board of Tellers for the use of the Keysort 
System for counting mail ballots. Received an- 
nouncement of appointment by the President of Dr. 
Eugene Ziskind as official delegate of the APA to 
the Fourth International Congress on Mental 
Health, and of Dr. Edward O. Harper as official 
liaison with the Armed Forces Medical Pviicy 
Council. Approved the suggestion of Dr. Jacob 
Finesinger, APA representative to the American 
Association for the Advancement of Science, that 
the APA develop a symposium on Interdisciplinary 
Research in the Field of Psychiatry at each annual 
meeting of the AAAS. Expressed approval of a 
suggestion that the APA instigate research from 
available data on the suitability or unsuitability of 
18-year-old persons for service in the armed serv- 
ices, and referred this suggestion to the Committee 
on Military Psychiatry for consideration and re- 
port to the Executive Committee. 

Council Meeting, November 4, 1951.—Voted to 
hold the next annual meeting at the Statler Hotel 
in Los Angeles, May 4-9, 1953, and the 1954 annual 
meeting in St. Louis, May 3-7. Approved a plan of 
rotation of areas for the annual meetings as follows: 
in a 5-year period the meeting to be held in 2 cities 
in the East, the other 2 in the Mid-West or Far- 
West. Established the Isaac Ray Lectureship 
Award for a period of 10 years with approximately 
$1,400 in the treasury earmarked for this purpose 
and an anonymous gift of $9,000, to be awarded by 
a Committee of 5 Fellows and 2 consulting members 
from the legal profession to the physician or at- 
torney who, in their judgment, contributed most to 
the improvement of the relations of law and psy- 
chiatry. The recipient is to receive $1,000 and de- 
liver not less than 3 lectures at some university 
having both a school of medicine and a school of 
law. Adopted a resolution of the Committee on 
Legal Aspects of Psychiatry that the APA under- 
take a study of all medical practice acts to deter- 
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mine which require changes to include psychiatry in 
all its forms, and to determine what amendments 
are needed. Voted to approve the request of the 
NAMH to sponsor a field-work project to collect 
statistics on juvenile courts, welfare agencies, and 
child guidance clinics at no cost to the APA. Ap- 
proved the petition of the New Jersey Neuropsy- 
chiatric Association to become a District Branch 
Society of the APA. Approved the report of the 
Medical Director including a recommendation that 
material now being distributed in the Mail Pouch 
and related types of material be organized in an un- 
bound publication, the cost to be borne by the 
person or agency requesting publication. Received 
the report of the CIB that it anticipated being self- 
supporting until July, 1952, since it was charging 
80% of the cost of inspection and rating to the 
states and was receiving $1,000 a month from the 
NAMH, and approved the recommendations of the 
CIB that the American College of Surgeons be asked 
to notify all approved psychiatric hospitals of its 
arrangement with the APA that all such hospitals 
be rated by the CIB. Approved the revised “Stand- 
ards for Psychiatric Hospitals and Clinics” pre- 
pared by the Committee on Psychiatric Hospital 
Standards and Policies and authorized the Execu- 
tive Committee to approve the necessary funds for 
its publication. 

Approved a recommendation of the Committee 
on Legal Aspects of Psychiatry that the Executive 
Committee consider the status of “Orgone Therapy” 
and report back to Council. Approved a joint re- 
port of the Committee on Clinical Psychiatry and 
the Committee on Legal Aspects of Psychiatry con- 
cerning the relations of psychiatry and psychology. 
Adopted recommendations of the Coordinating Com- 
mittee on Technical Aspects of Psychiatry that the 
Budget Committee be asked to allow expenses for 
travel of committees to meetings and payment of 
necessary secretarial work, etc.; and to set up a 
contingency fund that the Executive Committee may 
use for special committee projects. On the recom- 
mendation of the Public Health Committee, re- 
quested the Program Committee to hold a meeting 
in December (one month after the meeting of all 
Committees) so that committees can make rec- 
ommendations with regard to program. Adopted 
the recommendation of the Committee on Child 
Psychiatry that the APA designate a representative 
to the continuing National Mid-Century Committee 
for Children and Youth. Approved in general a 
definition of child psychiatry as stated by this 
committee. 

Approved a recommendation of the Committee 
on Public Health that steps be taken to ensure that 
psychiatry is represented on State Advisory Boards 
for Hill-Burton funds. Adopted recommendations 
of the Committee on Research that the Budget 
Committee be asked to allocate an additional $600 
to it to defray expenses of one of its members to 
each Regional Conference; and that an ad hoc 
Committee be appointed to plan a program for the 
Section on Psychiatry that the American Associa- 
tion for the Advancement of Science has consented 


to have at their annual scientific sessions. Adopted 
a recommendation of the Committee on Therapy 
that it set up, with a sponsoring agency, a com- 
mission to study various psychiatric therapies. Ap- 
pointed Dr. Lawson Lowry a member of the Edi- 
torial Board of the JourNAL. With regard to the 
question of the consolidation of APA offices, Coun- 
cil took cognizance of the advisory vote of the 
membership and established a committee to study 
the matter. Adopted resolutions of the Committee 
on International Relations that the APA agree to 
hold the next World Conference on Psychiatry in 
the U. S. if asked, but to recommend that, because 
of monetary problems, it be held in Switzerland ; 
that a permanent representative of the APA be 
appointed to the World Federation for Mental 
Health as a liaison between these 2 organizations ; 
and that the APA request that one of its members 
be on the newly formed Citizens Committee of the 
World Health Organization. Adopted resolutions 
of the Committee on Leisure Time Activity that 
the training of medical students, interns, etc., in- 
clude some practical experience in the life of the 
community; and that the APA encourage its mem- 
bership to obtain first-hand experience with leisure 
time agencies in their work. Approved recommenda- 
tions of the Committee on Military Psychiatry that 
the APA have a representative discuss with the 
Department of Defense inadequacies of the psy- 
chiatric program; and that it be recommended to 
the Chairman of the Armed Forces Medical Policy 
Council that psychiatric social case work in a 
military setting be practiced only in a direct and 
responsible working relationship with psychiatry. 

Granted a request of the Committee on Veterans 
that Council ask the Administrator of Veterans 
Affairs to give consideration to adequate housing for 
professional staff, to the granting of the same privi- 
leges to professional staff as is granted to commis- 
sioned personnel, and the freeing of the department 
of medicine and surgery from lay interference. 
Established an ad hoc Committee to settle the ques- 
tion of qualification and training of mental hospital 
administrators, with Dr. Crawford Baganz as 
Chairman. 

Executive Committee Meeting, December 5, 
1951.—Revised slightly the Joint Report of the 
Committee on Clinical Psychology and the Com- 
mittee on Legal Aspects of Psychiatry approved by 
Council at its meeting on November 4. Allocated 
to the budget of the Mental Hospital Service $500 
for the printing of 5,000 copies of the “Standards 
for Mental Hospitals.” Voted to contribute $50.00 
a year to the National Health Council and $50.00 
to the Commission on Chronic Illness. Requested 
that the Medical Director in collaboration with the 
Editor of the JourNAL investigate the probable 
cost of publishing a supplement to the JourNAL to 
contain official proceedings, committee reports, and 
Section reports. Requested that the Secretary and 
Chairman of the Committee on International Re- 
lations make up a list and send invitations to na- 
tional scientific and medical associations and inter- 
national psychiatric associations to send a repre- 
sentative to the annual meeting. 
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Executive Committee Meeting, January 27, 
1952.—Approved in principle the idea of a joint 
sponsorship with the Association of American Medi- 
cal Colleges in the production of a film on narcotic 
addiction designed for the instruction of medical 
students and physicians. Approved a plan for re- 
search into the evaluation of therapy and a plan for 
its financing as presented by the Medical Director. 
Voted that the nonvoting members of Council be 
listed on the organizational page of the JouRNAL. 

Executive Committee Meeting, April 5, 1952.— 
Voted that the President of the APA communicate 
with the President of the American Orthopsychia- 
tric Association and the President of the American 
Association of Mental Deficiency and other or- 
ganizations requesting their cooperation in the de- 
velopment of mutually acceptable standards in the 
fields of child guidance clinics for the mentally de- 
ficient. Approved minimum standards for space 
requitements in single rooms, dormitories, and day 
rooms of public mental hospitals, and standards 
for sanitation facility ratios in public mental hos- 
pitals. Authorized Leisure Time Activity Committee 
to seek funds from outside sources for an exhibition 
booth at the annual meeting. Referred to the 
Nominating Committee suggestions received from 
members that members be nominated for each 
office on the baliot. Referred a suggestion that the 
APA institute a study of the cost of nervous and 
mental diseases in industry to the Committee on 
Industrial Psychiatry. Requested Medical Director 
to review practices of other nation-wide organiza- 
tions with reference to deferment of dues of mem- 
bers on active duty in the armed services and re- 
port to Council. Received announcement of ap- 
pointments by the President of Dr. Nathaniel 
Apter and Dr. Rudolph Dreikurs as official repre- 
sentatives of the APA to the meeting of the Ameri- 
can Council on Education in Chicago on May 2 and 
3; of Dr. Kenneth E. Appel and Dr. Leo Saul as 
representatives of the APA at the meeting of the 
American Academy of Political and Social Science 
in Philadelphia on April 18 and 19; and of Dr. 
George S. Stevenson as liaison between the World 
Federation for Mental Health and the APA. 

Meetings of Council, May 10 and 11, 1952.— 
Voted that the President appoint an ad hoc com- 
mittee to bring to Council recommendations con- 
cerning the implementation of a study and evalua- 
tion of activities of the Association with respect to 
mental hospitals. Approved the petitions of the 
Michigan Society of Psychiatry and Neurology and 
the Brooklyn Psychiatric Society (including physi- 
cians practicing in Kings County) to become Dis- 
trict Branch societies of the APA, and the Inter- 
mountain Psychiatric Association to become an af- 
filiate society. Adopted a resolution endorsing the 
use for research and teaching purposes of live 
animals that would otherwise be destroyed and 


urging the passage of laws for this purpose. 


Established the first week in November as the 
regular time for the fall meeting of Council. Ap- 
proved in principle the establishment of an Office of 
a Medical Assistant to the Medical Director for 


the purpose of expanding the field and other serv- 
ices and requested the Budget Committee to con- 
sider this additional expense. Elected Dr. Walter 
Barton of Boston a Councillor to fill the vacancy 
created by the death of Dr. J. Fremont Bateman. 
Received a report of plans for the 2nd Conference 
on Psychiatric Education to be held at Cornell 
University, June 19-25, to deal with the general 
topic of postgraduate education. Voted to recom- 
mend to the Nominating Committee that it submit 
its slate of nominations before August 25 and pub- 
lish these in the Newsletter and JourRNAL in order 
to provide ample opportunity for the membership 
to submit nominations by petition. Voted to recom- 
mend to the Membership that a Commission of not 
more than 10 members be set up for a period of 
5 years to consider long-term policies of the 
Association. 

Took action with regard to the investment of 
Association funds as was recommended by the ad 
hoc Committee on Endowment Funds and Mr. 
Franklin Kirkbride, Investment Advisor. Deter- 
mined that the APA should make some contribution 
to the CIB as a matter of principle, and voted to 
request the Budget Committee to include in its 
budget for the year 1952-1953 a sum not to exceed 
$10,000 for the CIB. At the request of the Com- 
mittee on Nomenclature and Statistics, authorized 
the Medical Director to request a grant from the 
U. S. Public Health Service and other organiza- 
tions to finance an Institute to instruct mental hos- 
pital administrators in each state in the use of the 
new and official APA Diagnostic and Statistical 
Manual for Mental Disorders. Approved “A 
Guide to Planning for Training Schools for Delin- 
quent Children with Particular Reference to Train- 
ing Facilities” as prepared by a subcommittee of the 
Committee on Legal Aspects of Psychiatry. Ap- 
pointed Dr. Jacques Gottlieb as APA representa- 
tive to the Division of Medical Sciences of the 
National Research Council. 

Meeting of Council, May 15, 1952.—Referred the 
report of the Committee on Ethics relative to pro- 
fessional publicity to the Executive Committee. At 
the request of the Committee on Veterans, reaffirmed 
its endorsement of neuropsychiatric sections in gen- 
eral hospitals, and requested the President to write 
the Administrator of Veterans Affairs to this effect. 
Approved a report of the Committee on Preventive 
Psychiatry, an outline of the principles of approach 
to Preventive Psychiatry. Approved a request of 
the Committee on Academic Education to seek out- 
side funds to establish a clearing center for collec- 
tion and distribution of essential data on mental 
health in education. Elected Dr. Henry Brosin and 
Dr. Jacob Finesinger to the Hofheimer Prize Board. 
Approved the appointment of an ad hoc Committee 
on District Branch Societies with Dr. Crawford 
Baganz as Chairman. 

Approved the appointment of Dr. John D. Griffin 
to the Membership Committee and Dr. Herbert 
Gaskill as Chairman. Approved the appointment of 
the following men on the Nominating Committee: 
Dr. Lauren Smith, Chairman; Dr. Lawson G. 
Lowrey, Dr. George Johnson, Dr. Francis Sleeper, 
and Dr. Raymond Waggoner. Authorized the 
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Executive Assistant to include the text of the 1952 
revised Constitution and By-Laws in a Membership 
Directory to be published each year and to sell 
copies to members at $1.00 each and to nonmembers 
at $2.50 each. Elected Dr. Frank Curran and Dr. 
William Terhune to membership on the Executive 
Committee. Changed the name of the ad hoc 


Committee on the Isaac Ray Lectureship to the 
Board on Isaac Ray Lectureship Award. Appointed 
Dr. Oscar Diethelm as representative of the APA 
to the meeting of the Royal Medico-Psychological 
Association to be held in England this summer. 
R. Frntey Gayte,Jr., M.D., 
Secretary 


REPORT OF TREASURER FOR THE PERIOD APRIL 1, 1951, TO MARCH 31, 1952 


The Association entered the fiscal year beginning 
April 1, 1951, with a surplus of $52,300. During the 
period April 1, 1951, to March 31, 1952, the sum of 


I. Income (Excluding grant funds for specific purposes) 


Membership Dues 

Mail Pouch—Newsletter 
JOURNAL 

Biographical Directory 
Annual Meeting Income 
Miscellaneous 


During the same period, the fiscal year that ended 
March 31, 1952, the Association spent $172,185. in 


$188,985 was received none of which was special 
grant money. These $188,985 were derived from 
the following sources: 


Actual Approximate 
$124,025.00 
4,760.00 
36,250.00 
2,560.00 
18,155.00 


3,235.00 
$188,985.00 


18,156.05 
3,236.41 


$188,903.71 


the conduct of its activities. These $172,185 were 
spent for the following purposes: 


II. Expenditures (Excluding grant funds for specific purposes) 


Committees and Council 

Washington Office 

New York Office 

Editing, Printing, Distributing JourNAL 
Advertising, Biographical Directory 
Annual Meeting Expense 

Newsletter and Mail Pouch 


The Association’s income exceeded its expendi- 
tures during the year ending March 31, by $16,800. 
Its surplus, then, as of April 1, 1952, was $69,100 
which is the sum of the surplus of April 1, 1951 
($52,300) plus the excess of income over expendi- 
tures ($16,800) for the year ending March 31, 1952. 

As of March 31, 1952, the surplus funds were dis- 
tributed as follows: 


CapitaL AccouNT 


$15,000.00 in U. S. Government Bonds 
3,057.00 in Canadian Government Bonds 
5,048.15 in Emigrant Industrial Savings 
———-_ Bank 
$23,105.15 
Reserve ACCOUNT 
$10,054.87 in Manhattan Savings Bank 


Surp_us Account 


$35,045.03 in Checking and Savings Bank 
Accounts 


Approximate 
$ 24,790.00 
38,830.00 
29.765.00 
52,675.00 
45.00 
18,600.00 
6,055.00 
1,425.00 


52,677.00 
45.00 
18,601.03 


$172,185.00 


As of March 31, 1952, the cost of the Biographi- 
cal Directory, $29,525, was offset by total sales 
amounting to $15,840 leaving a deficit of $13,685. 
Inventoried at the current selling price of $12.00 
per volume, there are $23,000 worth of these in 
stock. 

The cost for editing, printing, and distributing the 
AMERICAN JOURNAL OF PsyCHIATRY was $52,675. 
Receipts mainly from subscriptions and advertis- 
ing came to $36,250. The difference between the 
cost and receipts, $16,425, was assessed against mem- 
bership dues. 

On December 31, 1951, the Commonwealth Fund 
Grant for establishing a Mental Hospital Service 
expired. With Council’s approval, the Treasurer in- 
structed the bookkeeper to segregate, in a special 
account, designated as “Mental Hospital Institute 
and Service Account,” all income derived since 
April 1, 1949, from the Commonwealth Grant, Men- 
tal Hospital Institute Proceedings, Subscriptions to 
Mental Hospital Service, Sale of Mental Hospital 
Institute Proceedings, and Sale of the Manual on 
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Nomenclature and Statistics. The combined re- 
ceipts from these sources amounted to $96,170 up 
until March 31, 1952. These monies are broken 
down as follows: 


From 

Commonwealth Fund Grant.............. $44,500 
Nomenclature & Statistics................ 1,465 
210 


Expenditures charged against this account over 
the same period of time came to a total of $79,985; 
these expenditures came within the following cate- 
gories— 


9,265 
Communication ............ 8,750 
Editing and Printing........ 17,415 
Office Equipment .......... 2,350 


To the President and Council: 

This budget for the period July 1, 1952, to June 
30, 1953, is submitted in two sections, “A” and “B”. 
First, a basic budget (A) that reflects a surplus of 
$63.00, and next a supplementary budget (B), made 
up of desirable items for which no funds are avail- 
able from current income and, if adopted in toto, 
would incur a net deficit of $5,700.00. 

We wish to point out that the Central Inspection 
Board section of the basic budget balances by as- 
suming that enough states will contract for in- 
spection service to assure an income of $20,000.00 
and that additional gifts of $18,000.00 will be forth- 
coming to augment the $18,000.00 gift already ear- 
marked by the National Association for Mental 
Health for the Central Inspection Board. Since the 
American Psychiatric Association has assumed 
responsibility for the Central Inspection Board, 
Council is responsible for the salaries as budgeted. 

The Committee wishes to remind Council that, 
in implementing worthwhile programs, the “secre- 
tariat” of the Association has expanded to the point 
that the administrative overhead items are so large 
that appropriatiors for committee functions are 
drastically curtailed. Our payroll is approximately 
$150,000.00 per year. The request of Council that 
funds be budgeted to the committees for secretarial 
help and full reimbursement for travel plus Council’s 
request for salary increases and new positions in the 
several offices reflect a commendable desire to 
broaden the functions of the Association. These re- 


REPORT OF THE BUDGET COMMITTEE 


Therefore as of March 31, 1952, the excess of in- 
come over expenditures in the Mental Hospital 
Institute and Service account amounted to $16,185. 

The Association has additional assets amounting 
to $33,636.02, which it may use for specific pur- 
poses: These amounts are called the Hofheimer 
Estate Fund ($22,396.27) and the History of Psy- 
chiatry Account ($11,239.75). 

On December 31, 1952, the Commonwealth Fund 
Grant for the Committee Project and the Com- 
monwealth Fund Grant for Mental Hospital Serv- 
ice expired. 

The U.S.P.H.S. Teaching Grant had an unex- 
pended balance of $49,792.82 on March 31, 1952. 

A Grant of $3,000 was received from Division 
Fund of Chicago for a Conference on Mental Hos- 
pital Planning and Construction; none of this was 
expended before the close of the fiscal year. 

On March 31, 1952, the Central Inspection Board 
had a balance of $2,512.85 in its account, it having 
received $26,573.21 during the fiscal year: $16,- 
308.21 from the NAMH and $10,265 from other 
sources, 

Howarp W. Porter, M.D., 
Treasurer 


quests, however, are not in keeping with the realities 
of our financial resources. 

The Budget Committee again recommends to 
Council that some personnel policy should be es- 
tablished that is consistent with the Association's 
financial resources and administrative needs. A scale 
for beginning salaries, rate and time of increases, 
and maximum levels for the various positions seems 
indicated. Also a study should be made of the 
possibility of establishing a retirement plan for 
employees. 

The supplemental budget contains the desirable 
items of a medical assistant for the Medical Director 
and salary increases for several members of the 
staff. The Committee regrets that funds are not 
available in expected income fully to implement 
these requests. 

As compared with last year, the income of the 
Association available for general operating expenses 
is estimated at approximately $24,000.00 more for 
the 1952-1953 budget year. Increased expense of 
operations due to increase in printing costs, publica- 
tion of membership lists, increased rent for new 
office space, mandatory and token salary raises 
absorb this entire increase. Funds for expansion of 
services must come from some other sources. 

The question of expansion of services, of office 
space, and personnel without due regard for income 
should cause the Council serious concern. For ex- 
ample, the Nursing Service Committee, originated 
by a grant, currently costs $10,000.00 per year. The 
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CIB up to now supported by grants, is looking to Jack R. Ewatrt, M.D. 
the Association for partial support. Its budgeted Lawson G. Lowrey, M. D. 
expenses are $61,970.00 for this year, which is some WIinrrep OveRHOLSER, M. D. 
- $25,000.00 less than what the Board says is desir- FrepertcK W. Parsons, M. D. 
a able for optimal operating effectiveness. Howarp W. Porter, M. D., (ex-officio) 
Any new activities to be implemented with grants Ropert H. Fextx, M.D., Chairman. 
ae should be scrutinized as to what long-term obliga- 
! tions are implied in initiating these projects. (Council, at its meeting May 15, adopted the 
Crarence A. Beviincer, M.D. 1952-53 “A” Budget but no items on “B” Budget.) 


ANTICIPATED INCOME 


1952-53 
1950-51 1951-52 A B 
I. Gewermat ACCOUNT $154,550 $149,850 $143,900 
III. Meprcat Drrector’s OFrFIce.........- 8,800 7,000 17,180 $7,500 
IV. Mentat Hospitat SeRvICE AND IN- 
V. AMERICAN JOURNAL OF PSYCHIATRY... 34,600 35,700 39,550 
VI. AnnuaL MEETING ACCOUNT........ 18,000 
VII. Centrat Inspection Boarp......... 62,500 
4 Totrat ANTICIPATED INCOME..... $258,050 $373,906 $359,230 $7,500 
APPROPRIATIONS FOR EXPENDITURES 
I. Mepicat Drrector’s OFFICE........ $ 47,350 $ 60,500 $ 65,980 $12,700 
II. GRANTS AND SPECIAL ACTIVITIES.... tes 144,669 19,800 
III. Executive Assistant's OFFICE..... 47,462 31,552 45,910 : 500 
IV. AMERICAN JOURNAL OF PsycHIATRY.. 48,620 51,044 50,444 
V. Counc, AND COMMITTEES.......... 32,650 33,600 29,520 
VI. ANNUAL MEETING ACCOUNT........ 22,000 22,500 18,000 
VII. Centrat INsPecrion Boarp........ 27,000 27,000 61,970 
VIII. Mentat Hospitrat Service AND IN- 
Tota APPROPRIATIONS ........ $225,082 $371,765 $350,167 $13,200 
+63 —5,700 
ANTICIPATED INCOME 
1952-53 
I. General Account 1950-51 1951-52 A B 
Membership Dues .............. $116,000 $120,000 $140,000 
Sale of Membership and Fellowship 
1,600 1,600 900 
Sale of Membership Lists........ 150 150 300 
Sale of Biographical Directory... 11,000 4,500 1,500 
Rental of Space—N. Y. Office.... 2,000 200 300 
Interest on Bonds, etc............ 800 900 900 
Annual Meeting Account......... 23,000 22,500 
II. Grants 
Psychiatric Foundation (Central 
National Association for Mental 
Health (Central Insp. Board).. sce 27,000 
Rockefeller Foundation (Nursing 


Commonwealth Fund (Mental Hos- 
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1952-53 
1950-51 1951-52 
Commonwealth Fund (Committee 
Project) 4,300 
United States Public Health Serv- 
ice (Conf. #1) yee: 42,633 
United States Public Health Serv- 
ice (Conf. #2) rss 62,636 


146,856 


III. Medical Director’s Office 

Sale of Committee Reports 

Honorarium and Speeches 

Mail Pouch and Newsletter 

Mail Pouch 

Training Seminar 

Regional Research Conference.... 

Conferences & Seminars 

Transfer from Conference Acc’t.. 

Transfer from Mental Hosp. Serv. 

Acct. 
Reimbursement for Telephone Serv- 
ices 

Mental Hospital Service 
Central Inspection Board 
Nursing Conmnittee 

Reimbursement for Rent 
Mental Hospital Service 
Central Inspection Board 
Nursing Committee 

Outside Earnings 


IV. Mental Hospital Institutes and Service 

Enrollments and Sale of Proceed- 
ings 

Subscriptions, Mental Hosp. 
Bulletin 

Mental Hosp. Service, Subscriptions 
(@ $50.00 each) 

Sale of Other Publications 

Carryover from preceding year’s 
budget 

Advertising in Bulletin 


V. American Journal of Psychiatry 
Subscriptions 
Advertising 
Sale of Back Numbers 
Miscellaneous 


39,550 


$ 18,000 
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$ 7,500 14,500 15,500 4 
15,000 25,000 4 
2,500 10,000 
2,500 5,000 
2,800 
34,500 58,300 4 
$ 19,000 19,000 21,000 
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VI. Annual Meeting Account...........$ | 
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1952-53 
1950-51 1951-52 
VII. Central Inspection Board 

Contributions 

Accounts Collectible from States. . 

Anticipated Receipts from States. . 

Allocation from APA General 

Account 


$258,050 $373,906 $358,230 


* Salary Items. 
Non add. 


APPROPRIATION FOR EXPENDITURES 


I. Mepicat Drrector’s OFFIce 1952-53 


A. Salaries: 1950-51 1951-52 A 


B 


Medical Director $15,000 $17,000 $ 1,000 


Medical Asst. to the Med- 

ical Director (9 mos.). 
Asst, to Med. Director in 

Pub. Ed. and Relations. =e 8,000 10,000 £ 
Office Manager 4,000 4,500 
Secretary 3,200 3,400 
Information Chief and 

Editor of Newsletter. 3,600 
Asst. to Information 

Chief 
Typists 4,400 
Telephone Operator .... aa 2,800 
Clerical Assistance Mem- 

bership Processing .... 


Total A 


B. Office expenses: 

Rent and Utilities 

Telephone and Telegraph. 

Postage 

Office Equipment 

Travel 

Miscellaneous Expenses. . 

Office Supplies 

Membership—Printing, 
Postage, etc 


C. Services: 
Newsletter and 
Pouch 
Newsletter-Printing and 
Distribution 
Mail Pouch 


Granp Totat—Medical Direc- 
tor’s Office 
tIncludes Transfers— 


Conf. on_Psy. Education. 
Mental Hosp. Service. 


7,500 
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1,500 : 
Grand Totals ................ $7,500 
2,000 
2,500 2,700 6,330 
1,200 1,500 1,500 
aie 800 1,200 1,200 
300 500 250 
1,000 1,500 1,000 1,500 | 
150 500 500 
1,000 2,500 1,000 
500 
B $10,400 $11,780 $ 2,000 
: 
5,500 5,000 
| 
Conference and Seminars. 3,500 2,000 2,000 
a $47,350 $60,500 $65,980 $12,700 a 
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1952-53 
II. Grants AND SPECIAL ACTIVITIES 1950-51 1951-52 A B 
Mental Hospital Service...... $30,500 
Mental Hospital Institute..... or 10,600 
Conference on Psychiatric Edu 
cation (Exhibit A appended). .... 99,269 19,800 
Committee Project ........... 4,300 


$144,669 
III. Executive Assistant’s OFFIce 
A. Salaries: 


Executive Assistant .... $10,000 $10,000 $10,500 $ 500 
Bookkeeper ............ 3,620 3,380 3,900 
Asst. Bookkeeper ...... 2,230 2,080 2,600 
Telephone Operator .... 2,178 2,178 2,600 
Temporary Help ....... 600 500 1,000 
$22,748 $18,138 $23,460 $ 500 
B. Office Expenses: A 
$ 5,364 $ 5,364 $ 6,000 4 
Printing Office Forms.. 400 500 1,500 i 
Office Supplies ......... 350 650 1,000 
Telephone and Telegraph. 1,000 1,000 1,100 
Advertising Biographical 
Miscellaneous .......... 200 


$ 09,514 $13,850 


C. Publications 
Biographical Directory.. $12,500 
Supplement to Member- 
ship Directory ........ 1,500 $ 1,700 
Membership Directory .. 
Fellowship Certificates. . 


D. Miscellaneous Items 


De eee $ 250 $ 300 $ 600 
Social Security Taxes, 

750 1,200 1,500 


$ 1,600 $ 1,950 $ 3,000 
Granp Totat—Executive 
Assistant’s Office .... $47,462 $31,552 $45,910 $ 500 


IV. AMERICAN JOURNAL OF PsyCHIATRY 
A. Printing and Distribution 


$36,000 $40,000 $46,000 
B. Advertising Commissions .. 3,500 2,700 3,200 
C. Salaries: 

Editorial Assistant ..... 3,200 3,200 3,500 

Secretary, N. Y. Office.. 2,550 2,800 2,600 

Editorial Assistance ... 450 450 450 
D. Office Expenses 

Rent-Toronto Office ... 1,000 844 844 

Travel—Editor ......... 


Telephone and Telegraph. 
Office Expenses ....... 


$19,800 4 
otal 
300 
Rent—N. Y. Offfice..... 200 200 300 a 
500 550 550 


PROCEEDINGS OF THE AMERICAN PSYCHIATRIC ASSOCIATION 


1950-51 
Printing, Office Forms.. $ 200 
Postage 300 
Social Security Taxes... 70 
Miscellaneous 


V. Counctt COMMITTEES 
Executive Committee and Coun- 
cil 
Contingent Fund 
ANNUAL AND STANDING COMMITTEES 
Housekeeping Committees 
Budget 
Constitution and By-Laws 
Ethics 
Membership 
Nominating 
Program 
Resolutions 
Psychiatric Nursing Committee— 
(includes Nursing Service)... 
Coordinating Committees 
Technical Aspects of Psychiatry 
Alcoholism 
Child Psychiatry 
History of Psychiatry 
Medical Education 
Medical Rehabilitation 
Public Health 
Research 
Therapy 
Professional .Standards 
Clinical Psychology 
Legal Aspects 
Nomenclature and Statistics.... 
Psy. Hospital Standards and 
Policies 
Psy. Social Service 
Community Aspects of Psychiatry 
Academic Education 
Industrial Psychiatry 
International Relations 
Leisure Time Activity 
Military Psychiatry 
Preventive Psychiatry 
Public Education and Relations. 1 
Veterans 
Ad Hoc Committees 
Civilian Defense 
Mental Hospital Service 
Bulletin 
Personnel Practices 
Qualifications and Training 
Standards for Mental Hospital 
Administrators 


VII. Centra Inspection Boarp 
A. Salaries: 
Chief Inspector 
Inspectors 


1952-53 


1951-52 
200 
250 
100 


$33,600 
22,500 


$ $ 200 
300 | 
100 
E. Advertising and Circulation. .... 300 
250 $10,000 $10,000 
ot, 50 2,000 2,000 
100 
| 50 
4 500 250 200 
500 750 700 | | 
oo 250 400 200 
000 2,000 1,000 
,000 10,000 8,570§ 
2,550 
100 100 
,000 500 
300 300 
250 500 ee 
1,950 
200 200 
< 400 400 
900 500 
300 300 
1,750 | 
1 350 350 
4 300 300 
300 300 
350 250 
,500 1,200 
300 400 is 
400 || 500 200 
0 0 0 
x 
$20,520 0 
VI. ANNUAL MEETING ACCOUNT..... 22,000 18,000 


PROCEEDINGS OF THE AMERICAN PSYCHIATRIC ASSOCIATION 


** Salary Itern—Medical Director’s Office. 


. Board Expenses .......... 
. Office Supplies and 


Om monw 


$4 time salary ($1,430) of Nursing Consultant’s secretary to be paid by CIB who will share her services. 
|| Special appropriation by Council. 
f At annual rate of $13,200. 


VIII. Mentat Hosprrat Service ANp INSTITUTES 


Salaries 
Service Advisor 
Chief Editorial Assistant.... 
Business Manager .......... 
Editorial Assistant .......... 
Clerical Assistant ........... 
Mental Hospitals (Bulletin) 
Monthly Supplementary Publi- 
cations and Add. Information. 
Reference Library ............ 
Office Equipment (Fixed)..... 
Supplies and Miscellany....... 
Communications (Inc. $500. sal- 
ary for switchboard operator) . 
Contingent Fund: cess 
Printing of other Publications. 
MHS Institute (Including 
printing of Proceedings)..... 
Estimated Carry-over from 
1951-52 Budget ............ 


National Health Council....... 
Commission on Chronic Illness. 
National Society for Medical 
World Federation for Mental 


(COMMITMENT EXCEPT FOR SALARIES TO BE MADE FOR ONE 
QUARTER ONLY AT A TIME) 


IX. Donations 


1952-53 


1950-51 1951-52 A B 
$ 4,200 
1,430 § 
1,140 
7,500 
1,000 


2,200 
7,500 
700 


$27,000 $27,000 $61,970 


5,000 


$58,300 


$ 50 
50 


50 


93 (400 
Swiss 
Francs) 


$243 
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PROCEEDINGS OF THE AMERICAN PSYCHIATRIC ASSOCIATION 


Exhibit A 
BUDGET * 


CONFERENCES ON PsyCHIATRIC EDUCATION 


July 1, 1952 through June 30, 1953 


Personnel 


Including per diem consultation fees, and employment of professional editor 


for a period of not more than 6 months 


For continued part time employment of Conference Administrative Assistant 
(to serve primarily as Assistant to Editorial Board) 
For secretary to Administrative Assistant, and Editorial Board 


Consumable supplies 


Office supplies, stationery, mimeographing, postage, telephone, telegraph, etc. 


Other expenses 


For the preparation and printing of the final report of 4,000 copies 


For travel 


Editorial Board, Chairmen of Preparatory Commissions, and Staff 


* This budget is contingent upon the amount of funds remaining after the convenin 


of the second Con- 


ference on Psychiatric Education, June 19-25, 1952, and upon approval by the National Institute of Mental 


Health, U. S. Public Health Service. 
** Salary Item—Medical Director’s Office. 


AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY, INC. 


In conformance with the request of The American 
Psychiatric Association, the American Neurological 
Association, and the American Medical Association, 
we are submitting the following account of the 
activities of the American Board of Psychiatry and 
Neurology, Inc., since the last report to the As- 
sociation by letter dated May 13, 1951. 

The Board consists at present of the following 
members : 


Appointed by The American Psychiatric Associa- 
tion: 
Dr. Kenneth E. Appel (term expires Decem- 
ber 1954) 
Dr. David A. Boyd, Jr. (term expires De- 
cember 1955) 
Dr. Francis J. Braceland (term expires De- 
cember 1952) 
Dr. George H. Stevenson (term expires De- 
cember 1953) 


Appointed by the American Neurological Associa- 
tion: 
Dr. Bernard J. Alpers (term expires Decem- 
ber 1955) 
Dr. Roland P. Mackay (term expires Decem- 
ber 1953) 
Dr. S. Bernard Wortis (term expires Decem- 
ber 1952) 
Dr. Paul I. Yakovlev (term expires December 
1954) 


Appointed by the American Medical Association: 

Dr. Russell N. DeJong (term expires Decem- 
ber 1954) 

Dr. Francis J. Gerty (term expires December 
1955) 

Dr. Frederick P. Moersch (term expires De- 
cember 1952) 

Dr. George N. Raines (term expires December 
1953) 


At the annual meeting of the Board in December, 
1951, the following officers were elected: Dr. Francis 
J. Braceland, president; Dr. Bernard J. Alpers, 
vice-president; Dr. David A. Boyd, Jr., secretary- 
treasurer. 

When the Board met in Philadelphia, Pa., in 
June 1951, 338 candidates were examined. Of this 
number, the Board certified 181 in psychiatry, 17 
in neurology, and 1 in neurology and psychiatry. 

The annual meeting of the Board was held in 
New York City in December 1951. At this time 262 
candidates were examined by the Board. Of this 
number, 144 were certified in psychiatry, 9 in neu- 
rology, and none in neurology and psychiatry. 

Since its inception, the Board has received 5,910 
applications. Some of these are still under con- 
sideration. The total number of diplomas issued by 
the Board to date is 4,195. Of this number, 3,000 
received certification in psychiatry, 271 in neurology, 
and 924 in neurology and psychiatry. _ 

Francis J. Bracecanp, M.D., 
President 
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3,300.00 
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Four years ago, communication within 
The American Psychiatric Association be- 
came an acute problem. It became acute be- 
cause of the extraordinary postwar expan- 
sion of the Association and the rapidly 
rising number of fields into which we were 
being called to give advice or to undertake 
action. 

Several new channels were opened up. Of 
these, the President’s Page has proved most 
valuable as a means of speaking directly to 
each individual member about problems on 
which it is particularly important to get his 
opinion. 

I want to talk to you, first, about the state 
of the Association—to look at what we are 
doing now and to consider with you where it 
is best that we should apply our growing 
strength and weight. And it is my great hope 
that you will let me know your views— 
either directly, or through the other officers 
and members of the Council, through the 
Medical Director’s Office, or through your 
District Branch or Affiliate Society. 

It is perhaps difficult for us, intricately 
engaged as we are in the rapid and extensive 
developments of our times, to gain clear 
perspective on the significance of the As- 
sociation. Those who will perhaps look back 
into this period from the vantage point of 
our Second Centennial will have a clearer 
picture. They undoubtedly will see that much 
of the earlier work of the Association was 
concerned with giving life and reality to a 
powerful humanitarian movement express- 
ing itself in the provision of ever-improving 
conditions for patients in our mental hos- 
pitals. In this the Association took, and is 
still taking, a leading part through its mem- 
bership in general, its committees, its boards 
and commissions. 

With the opening of this century, there set 
in the period of the great empiric therapies 
that have changed the whole face of psy- 
chiatry, that have taken us into the general 
hospitals, that have made ambulant treat- 


PRESIDENT'S PAGE 


THE STATE OF THE ASSOCIATION 


ment possible, and that have given great 
impetus to community and preventive psy- 
chiatry. 

It now seems probable that we are enter- 
ing upon yet a third stage in the development 
of our field: namely, one in which there is to 
be a rapid expansion in our powers of diag- 
nosis and therapy based increasingly upon 
the experimental method. Here, too, our 
Association is taking the lead and pioneering 
in the field of the validation of treatment, as 


‘well as in providing an increasing incentive 


and stimulus to research. 

Expanding our survey of the development 
of the Association—and now including the 
interplay between its growth and the forces 
of the times—we can quickly grasp that the 
rapid expansion of psychiatry, and its al- 
most explosive expansion after the first and 
second world wars, is to be seen not as an 
isolated event but as one expression of a 
worldwide interest in man as he is and in his 
social institutions as they actually operate. 
Similar expansions can be seen in all the 
sciences concerned with man and in all the 
services that we render to each other. One of 
the matters on which our best thinking is re- 
quired and requested is how we can most 
effectively join hands with like-minded men 
in other fields for the ultimate enhancement 
of our common welfare. 

Again, our observers at the Second Cen- 
tennial would almost certainly see what is 
perhaps hard for us to discern, partly blinded 
as we are by the heat and dust of the strug- 
gle: namely, that this is a period during which 
worldwide organizations of all kinds are 
being set up; and not least among them are 
the worldwide organizations of those disci- 
plines and sciences that deal with the behavior 
of man. Again, we are seeking an answer to, 
and looking for your views upon, the ques- 
tion of how far the Association can contribute 
strength and leadership to these organizations 
that are now taking on their early forms. 

Turning now for a moment to closer con- 
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sideration of the present state of our Associa- 
tion, we may say that the vitality of this can 
be seen most clearly against the background 
of its immediate postwar growth. In 1941, 
there were 2,667 members. In 1952 there are 
7,125. In 1941 the budget was $39,308. The 
1952 budget is $359,167. In the intervening 
period, the Medical Director’s Office has been 
established, the Mental Hospital Institute has 
been set up, the Mental Hospital Service— 
and its fast-growing bulletin “Mental Hos- 
pitals’—has been put into operation, the 
Central Inspection Board has commenced its 
important tasks, the Regional Research Con- 
ferences have been initiated, plans have been 
made to establish an Assembly of the Dis- 
trict Branches, and the Newsletter and Mail 
Pouch have greatly expanded our means of 
communication. In addition, the territory 
served by the Association has now been ex- 
panded to take in Mexico, Central America, 
and the Caribbean countries. It is a testi- 
mony to the capacity of psychiatrists as 
administrators that all this has been achieved 
at a cost to each Fellow, since 1947, of 18 
additional (and sadly depreciated) dollars 


each year and to each Member of an addi- 
tional 13 dollars. 

It is well that our Association has shown 
such vigor, for the responsibilities it carries 
are unmatched anywhere in the world. Ap- 
proximately 80% of the psychiatrists on this 
continent are members of The American Psy- 
chiatric Association, and the Association 
serves them—as a great communication 
switchboard—through its JouRNAL, its 
Newsletter, its Mail Pouch, its meetings, 
conferences, standing and ad hoc committees, 
boards and commissions, its District Branches 
and Affiliate Societies. 

These psychiatrists, acting either as indi- 
viduals or as members of The American Psy- 
chiatric Association, have a great responsi- 
bility for the maintenance of the mental 
health of the population of this continent. 
The stresses and pressures of these times, 
and the primacy of leadership in the free 
world that our peoples hold, alike conspire to 
make our task of the safeguarding of their 
well-being a matter most seriously to be 
considered, most vigorously to be pursued. 

D. Ewen Cameron, M.D. 


COMMENT 


MISCHIEVOUS LEGISLATION 


During the 1952 session of the New York 
State Legislature an Act was introduced in 
both Houses that is of great importance to 
the psychiatrists of the nation. A bill was 
formulated that provided that the Domestic 
Relations Court of New York City might 
direct psychiatric treatment by a psychiatrist 
on the staff of a court clinic or an accredited 
social agency, or by a psychiatrist appointed 
for the purpose by the court, where a child 
was found in need of such treatment and 
the parents either refused or were unable to 
provide it. This had the endorsement of the 
Court and of numerous child-care agencies. 
An amended version of this bill was slipped 
into the Legislature by Senator John D. 
Bennett, Republican, without the knowledge 
of the Speaker, the Presiding Officer of the 
Senate, or even the Governor’s Counsel. 

The Bennett Bill (Senate Bill No. 1828) 
contained a vicious provision : “when practic- 
able, in all such cases such examination shall 
be made by a psychiatrist of the same reli- 
gious persuasion as the child.” Nearly all 
the agencies that had endorsed the original 
Bill, joined by many of the leading social 
welfare organizations and by a number of 
liberal community leaders, joined in opposi- 
tion to the amended Bennett Bill and were 
successful in preventing it from coming out 
of committee in either House. 

No one expressed opposition to the Bill 
more eloquently than did the Rev. Leland B. 
Henry, Chairman of the Inter-Diocesan 
Committee on Legislation of the six Epis- 
copal Dioceses in the State of New York, 
in his letter to the press. In it he wrote: 

“This provision seems to me to be utterly 


unnecessary, unwise and mischievous. Psy- 
chiatry is a science and psychiatrists are 
scientists—holders of a medical degree, with 
years of additional specialized training. 
There is no such thing as Catholic, Jewish or 
Protestant psychiatry, any more than there is 
Catholic, Jewish or Protestant surgery. A 
man may be either a good psychiatrist or a 
bad one, but to base his acceptability to serve 
a ‘particular child not on his competence but 
on his religious affiliation is the complete 
negation of all reason. It tends to further 
the cultural divisions that exist among us, to 
build up a veritable iron curtain between the 
three great faiths—and this at a time when 
America needs unity as never before in her 
history. 

“The next logical step would be to provide 
by law for a religious test for teachers in the 
public schools—only Catholic teachers to in- 
struct Catholic pupils, only Jewish teachers 
to instruct Jews, only Protestant teachers to 
instruct Protestants. 

“I beg you to consider where this tendency 
leads and what will be its result on America. 
The particular issue may seem to be minor, 
but the principle involved is one that threat- 
ens much that America has stood for in our 
long tradition of religious freedom and tolera- 
tion.” 

Unfortunately, one cannot feel secure in 
the belief that this is now merely a matter 
of historical interest. Justine Wise Polier, 
an able and courageous Justice of the Domes- 
tic Relations Court of New York City, has 
recently written, “There is a threat that this 
Bill may be revived next fall.” 

Manrrep S. M. D. 


EVALUATION OF HISTAMINE THERAPY IN THE PSYCHOSES 


The Committee on Therapy of The Ameri- 
can Psychiatric Association is trying to 
evolve methodologies in the evaluation of 
psychiatric treatments. To establish the 
foundation for such a work the appraisal of 


histamine treatment was selected for a pilot 
study. Sackler et al. reported that histamine 
1 Sackler, A. M., et al. Nonconvulsive biochemo- 


therapy with histamine. J. Nerv. and Ment. Dis., 
110: 149, 1949. Also Nonconvulsive biochemother- 
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is safe and effective in the treatment of 
schizophrenia and other psychoses. They 
reported good results with the use of hista- 
mine alone and also with its use in combina- 
tion with electroshock and insulin therapy. 
Evaluation of such treatments is usually 
done by individual psychiatrists or by indi- 
vidual hospitals. In this study an attempt 
was made to present the evaluation of a 
therapy by 3 different hospitals, Saint Eliza- 
beths in Washington, D. C., Rockland State 
Hospital in Orangeburg, New York, and 
the New York State Psychiatric Institute in 
New York City. The basic idea was that 
several hospitals should investigate simulta- 
neously this method of treatment and pool 
their information. It was hoped that, by such 
an approach, inadequacies of individual 
evaluations would be discovered and over- 


come. 

The Committee on Therapy gave a general 
outline to each of the participating hospitals 
as to how the investigation should be set up. 
However, no influence was exerted by the 
Committee. The hospitals arrived at the 
conclusions without any interference and 


presented the material in individual papers.” 

In the following are presented the sum- 
maries and conclusions of the hospitals that 
participated in the study. 

In the New York State Psychiatric Insti- 
tute the effects of histamine therapy were 
clinically evaluated in 23 psychiatric patients 
by Dr. Phillip Polatin, Dr. Abraham S. 
Effron, and Dr. Richard C. Robertiello. All 
these patients had been in the hospital for 
less than one year. The diagnoses were as 
follows: 16 schizophrenics, 2 manic-depres- 
sive, depressed, 1 involutional paranoid, 2 
psychoneuroses, conversion hysteria, and 2 
organic psychoses. The technique of hista- 
mine treatment was that published by A. M. 
Sackler et al. 

The results in this group of 23 patients 
were as follows: Two patients with psycho- 
neurosis, conversion hysteria, responded 
favorably ; 14 patients showed no change; 7 
patients had an aggravation of symptoms 
when therapy was completed. The authors 


apy with histamine and electric convulsive therapy. 
J. Nerv. and Ment. Dis., 110: 185, 1949. 

2 Presented at the 107th annual meeting of The 
American Psychiatric Association, Cincinnati, Ohio, 
May 7-II, 1951. 


found histamine therapy ineffective in the 
functional psychoses. 

In the Rockland State Hospital, Dr. 
Arthur Gorfinkle and Dr. Edward Clemens 
conducted the investigations. Fifteen pa- 
tients were treated there, of whom 6 suffered 
from the paranoid form of schizophrenia, 7 
from the catatonic, 1 from manic-depressive 
psychosis, depressed type, and 1 from in- 
volutional melancholia. Of the paranoid pa- 
tients, I improved under histamine and 5 
remained unimproved. Of the catatonic pa- 
tients, 1 is listed as much improved, 4 im- 
proved, and 1 unimproved. The patients 
suffering from manic-depressive psychosis, 
depressed, and.from involutional melancho- 
lia remained unimproved. With the exception 
of 1 case the investigators did not see a 
complete reversal of the clinical picture fol- 
lowing histamine. 

In Saint Elizabeths Hospital Dr. Solomon 
Katzenelbogen, with Dr. Sarah Shtoffer, Dr. 
Francis R. Riesenman, Dr. Eleanor Ross- 
bach, Dr. Joseph Sheridan, and Dr. Prajan 
Shipley, treated 40 patients of whom 24 were 
suffering from schizophrenia. There were 13 
catatonics and 11 paranoid patients. Eight 
suffered from manic-depressive psychosis, of 
whom 5 were in a manic, and 3 in a depres- 
sive state. Of the schizophrenic patients, 1 
is much improved, 5 improved, 5 slightly im- 
proved, and 13 unimproved. Of the manic- 
depressive patients, I is much improved, 2 
improved, and 5 unimproved. Of 8 patients 
in the involutional melancholia group, 1 pa- 
tient was much improved, 2 patients im- 
proved, 2 showed slight improvement, and 3 
1emained unimproved. 

Dr. Katzenelbogen also ran control studies 
on 34 patients who received saline instead of 
histamine. Of these, 21 were schizophrenic 
(14 catatonics and 7 paranoid), 6 were cases 
of involutional depression, and 7 were manic- 
depressive (4 manic and 3 depressed). Of 
the schizophrenic patients, 1 was much im- 
proved, 2 improved, 1 slightly improved, and 
17 unimproved. Of the involutional patients, 
I improved, and 5 remained unimproved. 
Of the manic-depressive patients, 2 im- 
proved, and 5 remained unimproved. The 
number of improved cases was gréater in the 
histamine-treated group than in the control 
group (treated with saline). The histamine 
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injections, however, inasmuch as they pro- 
voked more or less marked physiological re- 
actions were apt to have a more potent psy- 
chological effect than the saline injections. 
The investigators concluded that histamine 
does not appear to have any specific thera- 
peutic virtue, but like any other nonspecific 
physiological therapy it may be beneficial as 
an adjunct to psychological and other 
methods of treatment. 

If we combine the results of the 3 hospitals 
participating in this study, 74 patients with 
functional psychoses were treated with his- 
tamine. Of 53 schizophrenic patients, 2 were 
much improved and 10 improved, equaling 
22.6%. Of the 10 manic-depressive patients, I 
was much improved and 2 improved, equaling 
30%. Of the 10 involutional psychoses, I was 
much improved, 2 improved, equaling 30%. 
Therefore, of the total of 74 patients, 4 were 
much improved and 14 improved, equaling 
24.3%. In evaluating therapeutic results we 
feel that only the recovered, much improved, 
and, with reservations, the improved patients 
should be statistically counted, whereas the 
slightly improved patients should not be 
counted. Oscillation of the clinical picture in 
the functional psychoses is quite common and 
still not taken into consideration sufficiently 
in therapeutic evaluations. The above per- 
centages cannot be considered impressive. 
The 22.6% improvement rate among the 
schizophrenics quoted above can be easily ob- 
tained with standard treatment methods, and 
especially so if we consider that a number of 
patients used in this study were acute cases 
who did not have other treatment before. 
The percentage of improvement in the manic- 
depressive patients is again not impressive: 
30% improvement rating can be easily ex- 
ceeded in shock treatment, where the im- 
provement rating is around 70%. The same 
is true regarding the percentages in the in- 
volutional psychosis group. The therapeutic 
results are especially small if we confine our- 
selves only to the recovered and much-im- 
proved patients. These are only 4 out of 74 
patients treated. The much-improved schizo- 
phrenic patients, treated with histamine, were 
3.8%, manic-depressive, 10%, involutional 
psychosis, 10%. The total of much-improved 


patients was 5.4%. In standard treatments 
the recovered and much-improved rate is 
much higher than the above-quoted figure. 

We feel that, even though the number of 
patients treated is small and the evaluation 
of results was perhaps different in the par- 
ticipating hospitals, a certain trend is notice- 
able that should be taken into consideration 
because the original publication on histamine 
therapy was also based on a small number of 
patients, namely, 38. 

The study at Saint Elizabeths Hospital in- 
dicates that the patients who received hista- 
mine showed a somewhat better improvement 
than the patients who served as controls: 
30.0% of the histamine-treated patients im- 
proved against 17.6% of the control patients. 
The difference is not too significant statis- 
tically if we compare small numbers of cases. 
Nevertheless, this has to be investigated 
further, especially in’ the light of the state- 
ment that the investigators at Saint Eliza- 
beths did not think that histamine has any 
specific action, but that it is one of the many 
nonspecific agents that help patients improve. 
Many nonspecific agents have been seen in 
the past to bring on improvements in schizo- 
phrenic patients. The therapeutic value of 
such methods has to be measured against 
spontaneous remission rates and those ob- 
tainable with recognized treatments. 

The Committee on Therapy as a body did 
not make up its mind on the value of hista- 
mine therapy. It felt that this study is 
only a beginning and histamine therapy 
should be tried on a much larger case 
material in order to be evaluated further. 
The present study did not investigate the 
controversial theoretical foundations of his- 
tamine treatment, but confined itself purely 
to its therapeutic evaluative aspects. Thera- 
peutic evaluations would be greatly aided if 
a number of hospitals all over the country 
would establish special setups to devote them- 
selves to the investigation of therapies. It 
would then be possible to evolve a more 
standard methodology in different therapeutic 
procedures—organic and psychotherapeutic 
—and therapeutic trends could be appraised 
much faster than is possible today. 

Paut H. M. D. 
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NEWS AND NOTES 


CHENEY MEmorIAL AT POUGHKEEPSIE.— 
On June 12, 1952, was dedicated the Clarence 
O. Cheney Memorial Building at the Hudson 
River State Hospital at Poughkeepsie, N. Y. 

This new 960-bed, g-story, 9-million-dol- 
lar unit honors the memory and the excep- 
tional services to psychiatry of the fourth 
superintendent of the Hudson River State 
Hospital. It is particularly fitting that this 
fine hospital building has been dedicated to 
Dr. Cheney, for Poughkeepsie was the city 
of his birth and here he received his early 
education, and here he found his last resting 
place. 

The Cheney Memorial Building embodies 
the most advanced ideas in hospital construc- 
tion and equipment, provides every facility 
for diagnosis and treatment of both mental 
and physical ailments (the infirmary service 
comprises 10 wards on 5 floors), and will 
serve as the reception unit of the Hudson 
River Hospital. 

Dr. Cheney’s career was a noteworthy one. 
He devoted 25 years to the New York State 
service, including 5 years as superintendent 
of the Hudson River State Hospital and 5 
years as director of the New York State Psy- 
chiatric Institute and Hospital at the Colum- 
bia-Presbyterian Medical Center in New 
York City. On retirement from the latter he 
took over the directorship of the New York 
Hospital, Westchester Division, which post 
he occupied for Io years, retiring only a year 
before his death in 1947. 

At the dedication ceremonies Dr. O. Ar- 
nold Kilpatrick, senior director and eighth 
head of the Hudson River State Hospital, 
welcomed the guests and organized an in- 
spection tour of the new building, of which 
some 1,200 guests took advantage. An ad- 
dress of appreciation of Dr. Cheney was de- 
livered by Dr. James H. Wall, formerly 
associated with Dr. Cheney and his successor 
at White Plains. 

During his years of hospital administra- 
tion Dr. Cheney also held professorship in 
4 medical colleges, including Columbia and 
Cornell. He was president of The American 
Psychiatric Association (1935-1936), and 


for many years a most valuable collaborator 
as a member of the editorial board of the 
AMERICAN JOURNAL OF PsyCHIATRY. 


Dr. Rospert Lams.—On June 1, 1952 
died Rr. Robert Brockway Lamb, former 
owner and head of Crichton House at Har- 
mon-on-Hudson and one of the senior life 
members of The American Psychiatric As- 
sociation. He became a member of the As- 
sociation in 1901 and until his retirement in 
1948 had been a regular attendant at its 
annual meetings. 

Dr. Lamb’s career in psychiatry dates 
from 1891 when he was appointed to the staff 
of the hospital for insane criminals at Auburn, 
N. Y. For the next 30 years his work lay in 
this field. From Auburn he transferred to 
the new institution for insane criminals at 
Mattewan; and in 1900 was appointed the 
first medical superintendent of the third in- 
stitution for criminal insane in New York 
State, the newly constructed Dannemora 
State Hospital. Four years later, the super- 
intendency of Mattewan having fallen vacant, 
Dr. Lamb was called to that post. 

He had interesting stories to tell of some of 
his more notorious charges, notably Harry K. 
Thaw. His reminiscences, had he chosen to 
write them, would have constituted a valuable 
record. 

Crichton House, which he built, 1920- 
1921, was a product of his own architectural 
skill, a luxurious private sanitarium which he 
designed to the last detail and operated for 
27 years. 

For many years Dr. Lamb had expressed a 
growing interest in the personal side of 
medical education—particularly the doctor- 
patient relationship—being really one of the 
pioneers in this type of thinking. Eventually 
in 1942 he established the Lamb Foundation 
to promote this feature of medical training 
experience that had been too much neglected. 
Three medical schools have been receiving 
annual grants from this foundation, enabling 
them to set up in the regular curriculum for 
all students a special course in doctor-patient 
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relationship. In addition, there are prizes 
each year for students showing the best grasp 
of the subject. 

Dr. Lamb’s engaging personality endeared 
him to his friends, who admired his versatile 
capabilities and were impressed by his suc- 
cess. He was a doctor of the old school, of 
which too few remain. 


CENTENARY OF PreRRE Marte.—Cere- 
monies commemorating the 1ooth anniver- 
sary of the birth of Pierre Marie took place 
July 9, 1952, in the Great Amphitheatre of 
the Faculty of Medicine in Paris, the Dean 
of the Faculty of Medicine presiding, and in 
presence of the Minister of National Educa- 
tion. 

On the same day a medallion portrait of 
Pierre Marie was installed in the Amphi- 
theatre Charcot of the Hospital Salpétriére 
and on July 10 a plaque commemorating the 
work of Pierre Marie was installed at the 
Hospital Bicétre. 


A.A.A.S.—The American Psychiatric As- 
sociation is arranging a program in conjunc- 
tion with the American Association for the 
Advancement of Science to take place at the 
A.A.A.S. meeting in St. Louis on December 
29, 1952. Scientific papers will be presented 
at the morning and afternoon sessions and a 
round-table discussion on “Personality of 
Scientific Investigators” at the evening 
session. 

Members of The American Psychiatric As- 
sociation who wish to present papers at this 
meeting are requested to send a synopsis, 
with the title, methods, content of the paper, 
and the names of two discussants to Dr. 
Jacob E. Finesinger, Department of Psychia- 
try, University of Maryland School of Medi- 
cine, Baltimore 1, Md. The Program Com- 
mittee will consider papers dealing prefer- 
ably with experimental work by psychiatrists 
in collaboration with one or more other disci- 
plines and containing material not previously 
published. Twenty to forty minutes will be 
allowed for presentation. Members are also 
requested to suggest participants for the 
round-table discussion. The deadline for 
abstracts is November I, 1952. 


Dr. Co Tur Honorep.—Dr. Co Tui, 
member of the psychiatric research staff of 
the Creedmoor Institute for Psychobiologic 
Studies, recently returned from an extensive 
tour of the Philippine Islands. During his 
trip he was awarded the Distinguished Alum- 
nus Award of the University of the Philip- 
pines and the Distinguished Alumnus Award 
of the University of the Philippines Medical 
School. While in the Islands he was also in- 
strumental in setting up the Science Founda- 
tion of the Philippines. 


BRIGADIER GENERAL E. CHam- 
BERS.—In a ceremony on July 7, 1952, 
Brigadier General Rawley E. Chambers, 
MC, newly appointed Chief of Professional 
Divisions in the Surgeon General’s Office, 
was raised to star rank. In addition to his 
duties as coordinator of 7 professional divi- 
sions General Chambers will serve as Chief 
of the Psychiatry and Neurology Consult- 
ants Division, succeeding Colonel John M. 
Caldwell, MC, recently assigned to Walter 
Reed Hospital. 

General Chambers entered the Army as an 
enlisted man during World War I and re- 
ceived his B. A. degree in 1923 and his M. D. 
in 1926. In 1935 he was assigned on detached 
duty to Saint Elizabeths Hospital, Washing- 
ton, D. C., for an intensive course in psy- 
chiatry. During World War IT he served in 
the European Theater of Operations. Among 
his awards are the Legion of Merit, World 
War II Victory Medal and Commendation 
Ribbon. 


Dr. AtFrepD T. GunpRY¥,—The American 
Psychiatric Association lost one of its oldest 
Life Members in the death of Dr. Alfred T. 
Gundry June 5, 1952, at his home in Balti- 
more at the age of 82. Dr. Gundry founded 
the Gundry Sanitarium “Athol” in Catons- 
ville, Md., in 1900 and continued to direct 
the institution until the time of his death. 

Dr. Gundry belonged to a family of hos- 
pital administrators, his father, Dr. Richard 
Gundry, having been superintendent of the 
Spring Grove (Maryland) State Hospital, 
his two brothers and a daughter also follow- 
ing the family tradition. 

Dr. Gundry was one of the organizers of 
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the Catonsville National Bank and for 7 
years served as president of that institution. 


NATIONAL ASSOCIATION FOR Music THER- 
APy.—This Association will hold its third 
annual meeting in Topeka, Kansas, Oct. 30, 
31, and Nov. 1, 1952, in the Hotel Kansan. 
Applications for active, associate, or student 
membership may be made to Mrs. H. Dierks, 
5050 Oak St., Kansas City 2, Missouri. 
Members of the medical or musical profes- 
sions who are not members of the Associa- 
tion may attend meetings by paying a regi- 
stration fee of $5.00. 


ANNUAL MEETING REGISTRATION FIcG- 
urES.—The final corrected registration fig- 
ures for the Atlantic City meeting of The 
American Psychiatric Association are as fol- 
lows: members, 1,855; nonmembers, 1,151; 
wives and lady guests, 1,000; total, 4,006. 


AMERICAN Pusiic HEALTH Associa- 
TION.—The 8oth annual meeting of the 
American Public Health Association and the 
annual meetings of 38 related organizations 
will be held October 20-24 in the Public 
Auditorium, Cleveland, Ohio. More than 
5,000 professional public health workers 
from all parts of the free world will attend. 

The subjects to be considered make up a 
program that is broad as the concept of public 
health itself. Of special interest should be 
the topic, “The Social Environment in Health 
and Disease.” 

Dr. Reginald M. Atwater is Executive 
Secretary of the Association, which is located 
at 1790 Broadway, New York, N. Y. 


CoNnNECTICUT PosTGRADUATE SEMINAR.— 
The Sixth Connecticut Postgraduate Seminar 
in Psychiatry and Neurology will extend 


from Oct. I, 1952, to May 4, 1953, as 
follows: 

Clinical neurology, neuroroentgenology, 
electroencephalography, neuroanatomy, neu- 
rophysiology, neuropathology, with demon- 
strations in neuroanatomy and neuropath- 
ology: Oct. 1-Dec. 12, Mondays and Wed- 
nesdays, 4: 00 p.m. to 9: 30 p.m. (Yale Uni- 
versity School of Medicine). 

Clinical psychology, general psychopath- 
ology, psychiatric syndromes, therapy, psy- 
chosomatic medicine, geriatric psychiatry, 
and »-vchiatry and law: Jan. 5-Mar. 2, 
Monuays, 4:00 p.m. to 9:30 p.m. (Con- 
necticut State Hospital). 

Child psychiatry: Mar. 9-Mar. 30, Mon- 
days, 4: 00 to 9: 30 p.m. (Child Study Cen- 
ter of Yale University). Pediatric neurol- 
ogy: Apr. 6-May 4, Mondays, 6:45 to 
9:45 p.m. (Yale University School of 
Medicine). 

There are no fees for these courses. Copies 
of the program may be obtained from the 
Office of the Assistant Dean for Postgraduate 
Medical Education, Yale University School 
of Medicine, 333 Cedar St., New Haven, 
Conn. 


AMERICAN ELECTROENCEPHALOGRAPHIC 
Society.—At its sixth annual meeting on 
May 10, 1952, this Society elected the follow- 
ing officers for the ensuing year: president, 
Dr. Robert B. Aird, San Francisco, Calif. ; 
president-elect, Dr. Mary A. B. Brazier, 
Boston, Mass.; secretary, Dr. John A. Ab- 
bott, Boston, Mass.; treasurer, Dr. Charles 
E. Henry, Hartford, Conn. 


CorrecTion.—On page 815 of the May 
1952 issue Dr. Peyton is credited with having 
performed the first bilateral temporal lo- 
botomies. It has been called to our attention 
that Dr. Peyton’s lobectomies were pre- 
frontal. 


THE AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY, INC. 
Anderson, Richard Hayden, VA Hosp., Palo Alto, Calif. 


The following were certified at Chicago, Ill., June 13 and 


14, 1952. 
PSYCHIATRY 


Abbott, James A., Pontiac State Hosp., Pontiac, Mich. 
—_, scar Clement, 277 Brooklyn Ave., Brooklyn 13, 


Anderson, William ee Officers Section, Fitzsimons 
Army Hosp., Denver, Colo. 

Arkin, Arthur Malcolm, 851 Parkside Ave., Trenton, N. J. 

Auer, Edward T., 111 N. 49 St., Philadelphia, Pa. 

Becker, Ted Eugene, U.S.P.H.S. Hosp., Staten Island, 
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Bernstein, Irving C., 312 LaSalle Bldg., Minneapolis 2, 


Minn. 
me Alvin, i. , 2107 Banks, Houston 6, Tex. 
Bower, Willis Herman, = Hosp., Waverley 79, Mass. 
Bradley, Garnet B.,.55 E Washington St., Chicago 2, Ill. 
Bragan, James A., 11 Atlantic Ave., Marblehead, ass. 
Bren Margaret Ellen, 3751 Stocker St. bp Los Angeles 
if. 
Brousseau, 543 N. St St., 4, Nebr. 
Buckey, Robert B ox 341, Imol: a, C 
Donald +; W. Montgomery pockville, 


a Robert Philips, 1144 Lowry Medical Arts Bldg., St. 
aul 2, Minn 
Cameron, Richard Ray, Fitzsimons Army Hosp., Denver 8, 


Colo. 
ss _Nathan Emerson, 727 W. 7 St., Los Angeles 17, 


Cath, paler H., Norristown State Pa. 
Chaplik, Seymour, 670 N. Mich. Ave., Ch hicago, 
Chappuis, Jack E., 1737 Prytania St., New ody a La. 
Char, Walter Temple Univ. Hosp., 40 Pa. 
Clarke, Lloyd A., 400 Forest Ave., Buffalo 13, N 

Conte, William R., 4200 E. Ninth Ave., Denver, Colo. 
— Pauline Muirhead, 122 S. Michigan Ave., Chicago 


Ill. 
Cutts, Robert I., VA Hosp., Downey, IIl. 
Delgado-Fourzan, Enrique, 200 Retreat Ave., Hartford, 


Conn. 
Jobe. 200 Retreat Ave., Hartford, Conn. 
Donner, illiam Troutman, Abington Memorial Hosp., 
Abington, Pa. 
—. James Francis, Fitzsimons Army Hosp., Denver 


Jackson, VA Hosp., Topeka, Kans. 

Edmister, Ivan F., 13th and Harrison Sts., Oakland, Calif. 

Elkins, Harry K., VA Hosp., Palo Alto, Cane 

Esser, Robert A., Mayo inic, Rochester, Minn. 

Ewing, James Harvey, 2115 Grand Ave., Morton, Pa. 

Ferreri, Raymond N., 1481 Warrensville Center Rd., South 
Euclid 21, O. 

Fine, Michael B., Brentwood Hosp., Los Angeles 25, Calif. 

Flarsheim, Alfred, Room 1544, 25 E. Washington St., 
Chicago, Ill. 

Friend, Merril B., VA Hosp., Kans. 

Gaede, David ng. Center, Psychiatric 
Unit, San ay 

Graham, Ernest sp.» Lyons, N. i; 

Guthrey, George H., ra Ss 12 St., Oklahoma City 3, 


Okla. 
Haber, Sidney A., 3001 5 Ave., Richmond 22 Va. 
Hadley, Coreet, Univ. of So. Calif., of N& P, 1200 
State St., Los Angeles 33, Calif 
Harvey, Alexander Earle, too E. Jeffery, Kankakee, Ill. 
Hasselbacher, Franz Xavier, Harrisburg State Hosp., Har- 


risburg, Pa. 
Hoekstra, Maher Louis, 6850 Division Ave. S. Grand 
Rapids 8 


Hoerster, Samuel August, Jr., Big Spring State Hosp., 
Big Spring, Tex. 

Hogan, Charles C., 480 Park Ave., New York 22, N. Y. 

Huessy, Hans Rosenstock, 9, Equitable Bldg., 730-17 St., 
Denver 2, 

Hurley, Dale we ” Norwalk State Hosp., Norwalk, Calif. 

Jackson, Donald S.. Palo Alto Clinic, 300 Homer Ave., 
Palo Alto, Calif. 

affe, Marvin, 1101 N. Calvert St., Baltimore 2, Md. 
wi} Richard Greene, Tripler Army Hosp., Box 217 

APO #438, c/o Postmaster, San Francisco, Calif. 

Johnston, c a, Suite 404, 655 Sutter Bldg., San 
Francisco 2, Cali 

Kallen, Arnold Mitte, Newark Clinical Group, 89 Lincoln 
Park, Newark 5 

Keane, M., Clin., torr N. 8 St., Sheboy- 
gan, 

ieee, Neil Banard, ag of Okla. Hesps., 800 N. 

Oklahoma City, Okla. 

Edward William, 428 W. 59 St., New York N. x. 

Koblentz, Aaron E., 190 15B 73 Ave., Flushing, 

Kolb, William Payton, 312 Palm St., Little Rock, = 

Richard, State Hosp., Philadelphia 14, 


Kringel, Alan S. Army Hosp., Fort Eustis, Va. 
Kurlander, Le . 147 Lexington Ave., New York 16, 


eB. Frank A., Carrol Turner San., Route 10, Box 288, 
Memphis, Tenn. 

Laucks, Stanley Philip, Harrisburg State Hosp., Harris- 
b Pa. 

saveren, 2 Albert A., 955 Park Ave., New York 28, N. Y. 

Lawler, Paul John, at S. Penitentiary Hosp., Lewisburg, 
Pa. 


Leander, Richard Benjamin, U. S. Naval Retraining Com- 
mand, Naval Base, Portsmouth, 

Lemieux, Roger Raymond, s91 Morton St. Dorchester Cen- 
ter Station, Boston, Mass. 

Litin, Edward M., Mayo Clinic, Rochester, Minn. 

Ludwig, Charles H., Sonoma State Home, Eldridge, Calif. 


Lulow, William Victor, 40 E. 68 St., New York 21, N. Y. 
Lyons, James H., 15651 Woodland p bm Dearborn, Mich. 
Lythgoe, Leyda a , Menninger Clinic, Topeka, Kans. 
*Marks, Morton, ” 34th St., New York 16, N. Y. 
McClure, Donald Wallace. #66 W. Adams, Chicago, Ill. 
McGowan, John F., 1070 Englewood Ave., Kenmore 23, 


N. 
McKnight, Robert Scott, 200 Retreat Ave., Hartf d, 
Tom Broome, 450 W. Chestnut St., Lancas 


aca Fred M., East Gardner, Mass. 
Monsour, Karem 4 Mave Clinic, Rochester, Minn. 
Stanley + Barton Dr., Pittsburgh 21, 


Morris, Thomas A., Jr., 226 Commonwealth Ave., Boston 
I ass. 

Morton, John E. C., Boys Industrial School, Topeka, Kan: 

Murson, Thomas Arndt, VA Hosp., Topeka, 
Murrin, Frank Hog, a Fair Oaks Ave., Oak Park, Til. 
Nininger Eugene . Marine Hosp., Staten Island 


4, . 
Nissen, Archie S., 2735 Westwood Blvd., Los Angeles 64, 


Calif. 
Noshpitz, Joseph D., Ly ka State Hosp., Topeka, Kans. 
Oppenheimer, Eric, ittersweet Place, ane 13, Ill. 
Pasmore State Hos new, Calif. 
ee jo n Donald, Sheppard & Enoch Brat » Tow- 


son 4, 

Pechstein, Henr Paul, 10 Bobolink Lane, Levittown, N. Y. 

Pose, Henr , Wisconsin Gen. Hosp., 1300 Univ. Ave., 
adison, Wisc. 


Pile, Wendell James, Box 426, Williamsburg, Va. 
> ~ Herbert I., 375 Commonwealth Ave., Boston 1s, 
ass. 
Pressman, Maurie D., 1601 Walnut St., Philadelphia, Pa. 
Proctor, Richard Culpepper, Graylyn, Winston- Salem, N.C. 
Redmon, William C., 136 Auburn St., Cranston 10, R. I. 
Ritchie, 415 ain St., Greenville, s. 
Rogg, Sanford 224 Dr., Wilmington 6, Dela. 
Rosenbloom, Alvin Bernard, Wayne County Gen. "Hosp., 
Eloise, Mich. 

Rudolph, Robert Ralston, VA Hosp., Roanoke 17, Va. 
Schroff, srome 3706 Prytania St., New Orleans 15, La. 
Schumae er, John Wesley, 1409 Willow St., Minneapolis, 


Schumacher, Martin John, U. S. Army Hosp., Fort Hood, 
*Schwarts, Steven D., 9629 Brighton eg Beverly Hills, 


Seitz, Sam M., 
Shaiova, Charles 2449 W Washington, Chicago 12, 
Sharp, William Thomas, VA Hosp., Fort Custer, Mich. 
Shulman, Alfred J., Seton Inst., Baltimore 1s, Md. 
Silverman, Jerome s +» 1160 Fifth Ave., New York 29, N. Y. 
oy, Morris A., 612 N. Michigan Ave., Chicago 11, 


Smith, Charles R., 239 Martin Bldg., Columbus, Ga. 
— Max Marion, Mendota State Hosp., Madison 9, 
isc. 

Steinhorn, Seymour R., 3025 Sherwin Ave., Chicago 45, IIl. 
Stevenson, Ian, 1542 Tulane Ave., New ‘Orleans 12, 
Swain, Jean M., Agnews ~ Hos Agnew, Calif. 
Tabbat, Samuel F., 823 Park Ave., _ * York 21, N. Y. 
Talbott, Ralph Edward, 55 E. Washington St., Chicago 2, 


Tanner, Henry VA North A 
Taves, Ernest Henry, 116 E. Te St., New York 21, N. Y. 
Taylor, ye Alston, Kings Park State Hosp., Kings 


Angeles 17, Calif. 


Park 

—_ Ervin, Neuropsychiatric Service, 1100th Medical 
roup, Bolling Air Force Base, Washington, D. C. 
Ta Jay Forrester, Fitzsimons Gen. Hosp., Denver, 

‘olo. 
Wilson, Arnold W., 113 Pepper Ave., Larkspur, Calif. 
Wunsch, Charles A, 4 Glendale Ra., Rantoul 
Yohe, Charles Dean, sateel State Hosp., Lakeland, Ky. 


NEUROLOGY 


Boers, J. Sloan, 133 S. Lasky Dr., Beverly Hills, 

alt. 

Brzustowicz, Richard John, Medical Arts Bldg., 277 
Alexander St., Rochester 7, N. Y. 

“Colony, 3 Henry Shepardson, U. S. Nava! Hosp., Oakland 
14, 

*Fantel, Senass, Headquarters, Medical Field Service 
School, Brooke Army Medical Center, Fort Sam Houston, 


Tex. 
——e Howard B., 725 Jenkins Bldg., Pittsburgh 22, 
a. 
Pretapter, Walter J., U. S. Army Hosp., Fort Bragg, 
*Giffin, Mary, Mayo Clinic, Rochester, Minn. 
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Hogan, Henry William, Jr., VA Hosp., Coatesville 
*Horst, Elmer Leaman, 422 Walnut St., Reading, "has 
*Kaplan, Leo A., 30 N. Il 
Lazarte, Jorge cs Rochester State Hosp., Rochester, Minn. 
—.. i. hn. Theodore, Univ. Hosp., niv. of Mich., Ann 
Mic 
Mann, Jr., 1801 New Jersey St., Los An- 
eles 33, Cali 
o'Doh herty, Desmond S., Georgetown Univ. Hosp., Wash- 
ington, D _C. 


Sf, Fame K., VA Hosp., 13th and Harrison, Oakland, 


Stauffer, Ruth Elizabeth, Sudbury Rd., Concord, Mass. 
Timberlake, William H., Massac' setts Gen. Hosp., Bos- 


ton, Mass. 
aw Robert Leon, 30 Roberts Dr., South Weymouth, 
ass. 
Wilson, William Crosbie, 750 S. State St., Elgin, Ill. 


PSYCHIATRY AND NEUROLOGY 
Bondar, H. Kelliher, 142 Joralemon St., Brooklyn 2, N. Y. 


* Denotes Supplementary Certification. 


oh Knight, 346 Santa i i 
‘ *Orr, Tae Knight, 346 16 St., Santa Monica, Calif. 
Perlo, Vincent P., Madigan Army Hosp., Tacoma, Wash. 
Shy, George Milton, 4200 E. 9 Ave., Denver, Colo. ee 
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Tue Crarims or Socrotocy: A Critique or TExtT- 
Books. By Albert H. Hobbs. (Harrisburg, Pa: 
Stackpole, 1951. Price: $2.75.) 


Professor Hobbs’ book may become—at least it 
deserves to become—a landmark in the history of 
social thought. It is a scholarly and thoroughly 
documented, albeit provocative and deliberate, chal- 
lenge to the major shibboleths that went under the 
name of liberalism in the thirties, the period when 
present-day textbook writers received their academic 
training. The book specifically deals with textbooks 
in sociology, but little imagination is required to see 
a mirror held up to what historians may yet call 
the age of confident nonsense. 

Shibboleths, of course, can be neither scientifically 
proved nor disproved. If certain men insist that 
Waranga is All-Powerful we can ascertain how 
many hold this belief and perhaps even the intensity 
of their belief. What is impossible to prove is 
whether or not Waranga is All-Powerful. Only oc- 
casionally does Hobbs make the mistake of disput- 
ing the shibboleths revered by textbook sociolo- 
gists. His main purpose is to expose the fatuous 
claim that those shibboleths are science. In this 
enterprise he has succeeded. 

Hobbs has analyzed 83 nonsectarian texts in in- 
troductory sociology, social problems, and the 
family, published in the period 1926-1945, and used 
in the bulk of all undergraduate sociology courses 
taught in this country. Some 4,000 citations were 
excerpted from the texts, classified, and interpreted 
in terms of value content. 

In brief, the claim of textbook sociology that it 
is a science is denied. Instead, says Hobbs, it repre- 
sents a well-entrenched cult that expounds the doc- 
trine of “sociological emphasis.” This doctrine in- 
cludes pacifism, feminism, the denial of structure 
in personality by positing the sovereign sway of 
environment in effecting a shifting situational com- 
pliance, a plea for individualism “emancipated” from 
traditional social obligation and responsibility, the 
imputed and untested power of education—especi- 
ally sociological education—to solve all problems, 
an attack on capitalism, the insistence that govern- 
ment should set goals as well as exercise control 
over the means used in social action, and the charge 
that the division of society into classes is undesirable. 

The texts do contain data and evidence, but 
these are slanted with over- and under emphasis, 
with “the littles of sophistry.” For example: 

“An interesting contrast appears when discussions 
of sexual differences in texts are compared with dis- 
cussions of sexual behavior. In describing sexual 
differences, biological factors and forces are mini- 
mized and cultural determinism is presented as the 
major determining factor. In discussions of sexual 
behavior, however, biological factors and forms are 
heavily emphasized and cultural forces become a 
hodgepodge of artificial and oppressive restraints 
upon ‘normal’ biological drives” (page 117). 


BOOK REVIEWS 


It will be indeed unfortunate if sociologists, and 
the neo-Freudian psychoanalysts who have fallen 
under the influence of the textbook. sociologists, 
should dismiss this book out of hand because of a 
hurt response. Many will, however, inevitably feel 
hurt. And a blunt challenge issued to sacred shib- 
boleths, whether in academic circles or the Aus- 
tralian bush, is likely to be met by the boom of 
tribal drums. 

ARNOLD W. GREEN, 
Department of Sociology, 
Pennsylvania State College. 


CONTEMPORARY CorreEcTION. Edited by Paul W. 
Tappan. (New York: McGraw-Hill, 1951. 
Price : $5.50.) 


The editor of this volume has attempted to cover 
generally the major aspects of contemporary cor- 
rection, and rightly suggests that this area is not the 
exclusive province of any single skill. He has there- 
fore developed a collaboration of professionalized 
skills, emphasizing present activities rather than 
historical background. 

The contributing writers read pretty much like a 
Who’s Who of the field, and are certainly out- 
standing practical experts. Unfortunately, their 
summaries in many cases are such highly condensed 
résumé of their vast experience that they are most 
difficult reading. 

The book has been divided into 5 sections, with 
a fair amount of editorial organization, which to 
some degree eliminates the multiple overlapping so 
frequently found in collected volumes. Preliminary 
considerations, including general objectives, statis- 
tics, training of correctional workers, and court re- 
lationships are first discussed. The training pro- 
gram presented in this section is certainly slanted at 
a level far above the average actual correctional 
officer’s educational level and should serve as a goal 
for a long time to come. From a practical view- 
point, however, it must be borne in mind that col- 
lege-trained personnel with perhaps a Master’s 
degree in addition will require a much higher salary 
scale, a point that is stressed but not too strongly 
by the author. 

The second section of the book deals with ad- 
ministration, and the federal prison system and the 
California state system are discussed in adequate 
fashion by their chief officers. Classification, recep- 
tion centers, the youth authority, and service units 
are also considered, and it is interesting to note that 
a fair percentage of the material here comes from 
experiences in the state of California. 

Part III, which is the section of most psychiatric 
interest, undertakes to discuss programs in the cor- 
rectional institution, and the author points out the 
impossibility of dissecting each detailed phase of 
treatment. The revised ideas of custody, extended 
medical and social services, greater socialization in 
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education, training, and religion are all indicated as 
facets of therapy, and this section emphasizes only 
some of the potential, currently used, typical treat- 
ment approaches. Custody and discipline are first 
discussed and it is unfortunate that this complex 
subject is not more adequately treated. Certainly 
here is a profound problem that would merit more 
than a few pages given. 

Medical services are discussed very generally. 
For example, in this section the problem of sex in 
prison comes up. This question is handled in less 
than 2 pages and depicts the typical problems. 
Obviously nobody can begin to discuss adequately 
so complicated a subject in such a short space. With 
few exceptions, most prison problems are handled 
as briefly, and the book can be considered only as a 
sort of air view of correctional problems, presenting 
high-level abstracted patterns and failing to pene- 
trate the real basic underlying situations. Such 
texts are of course generally usable as survey vol- 
umes, but the reading of this one leaves the impres- 
sion that there is at once much too much material 
and yet too little detailed information crammed be- 
tween its covers. 

The discussion on case work services is a little 
better, but still superficial. The section on group 
therapy is primarily a summary of this technique 
although a trace of a case history is presented. 
Education, employment, and religion are also con- 
sidered in this section, and the whole part will prove 
to be of interest as an orientation to workers in this 
field. 

Part IV, dealing with types of correctional in- 
stitutions, will be of no specific interest to practicing 
psychiatrists, but may have some architectural ap- 
peal to those psychiatrists concerned with such 
problems in psychiatric situations. 

The last part deals with extramural treatment, 
parole, probation, crime prevention, and the future 
of correctional work. The last chapters are partic- 
ularly good, since the author of the crime preven- 
tion section honestly stresses the confusion in our 
goals, and the last chapter opens up potential vistas 
for further work, which should prove stimulating 
to serious students in this field. 

Looked at as a whole, this book is too lacking in 
detail to be a really good teaching text. One wishes 
each expert had had the time and space to enlarge 
his contribution to produce a series of valuable 
volumes rather than the present set of condensed 
chapters given here. 

Dovuctas M. Kettey, M.D., 
School of Criminology, 
University of California. 


Tue Papers or ApotF Meyer: Volume 
IV, Mental Hygiene. Edited by Eunice Win- 
ters: (Baltimore: The Johns Hopkins Press, 
1952.) 

The 3 previous volumes containing papers on 
neurology, psychiatry, and medical teaching have 
been reviewed in the JouRNAL. The fourth and last 
volume consists of papers written over a period of 
many years on such subjects as ideals for work in 


mental hospitals, psychiatry and the law, psychiatry 
and the community, aftercare and social work, the 
mental hygiene movement, and psychiatry in rela- 
tion to children. Each of these topics was given con- 
sideration by Dr. Meyer, and his papers on the sub- 
jects previously scattered through numerous medical 
journals are now collected in a convenient form for 
permanent preservation. Perhaps the most widely 
known paper is one first published in 1925 on mental 
and moral health in a constructive school program. 
In this contribution Dr. Meyer elaborated the “life 
chart” for which he is perhaps best known. To 
complete the volume, there is a bibliography cover- 
ing all the papers published in the Collected Works 
as well as papers of less significance that have not 
been reprinted. Arranged in a chronological order, 
the contributions cover a period from 1891-1947. 
There is an adequate subject index, as well as an 
index of names. The volume, complete with charts 
and diagrams, upholds the high standard set by the 
previous publications in this series. In the introduc- 
tion by Professor Leighton of Cornell, an estimation 
of Meyer’s contribution to psychiatry is given. 
Tribute is paid to the pioneer work of Adolf Meyer 
and his influence on students and assistants through- 
out the years. His judgment, according to Leighton, 
was magnificent in its accuracy and _ steadiness. 
With this opinion many will agree, for Meyer was 
the epitome of common sense in the integration of 
personality studies with practical application to 
mankind. 
Henry R. Viets, M.D., 
Member, Board of Consultation, 
Massachusetts General Hospital. 


GrowTH AND CULTURE: A PHoToGRAPHIC STUDY 
oF BaLINnEsE By Margaret Mead 
and Frances Cooke Macgregor. (New York, 
G. P. Putnam’s Sons, 1951. Price: $7.50.) 


Between 1936 and 1939 Gregory Bateson made 
25,000 photographs of Balinese, of which some 
4,000 were analyzed by the authors with the help 
of Dr. Arnold Gesell and his associates. Frances 
Cooke Macgregor devoted almost a year to a study 
of these 4,000 photographs in an effort to translate 
the Gesell categories into a selection from the 
Balinese pictures, in an effort also to illuminate 
both the Gesell formulations and previous formula- 
tions about Balinese character formation. Three 
hundred and eighty photographs of infants and 
young children are grouped under 7 categories 
(peculiarities of maturational pattern, whole-body 
postures, etc.) to constitute the data and to comprise 
the central section of the exceptionally attractive 
format of this interesting book. Physically as well 
as conceptually, these photographs are framed by 
explanatory and analytical chapters written by 
Margaret Mead. 

Specifically this study is directed toward a series 
of questions (p. xi.): (1.) Do these Balinese chil- 
dren from the village of Bajoeng Gedé appear to 
go through the same general developmental stages 
as the American children from New Haven? (2.) 
What are the identifiable differences—if any—in 
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the forms these developmental sequences take? 
(3.) What clues does this analysis of motor be- 
havior provide to the way in which Balinese culture 
is modeled, to the way the expectations and practices 
of child-rearing lay emphasis on one developmental 
path rather than another among those developmental 
paths that have been found to differ from child to 
child among the New Haven children? (4.) What 
illumination is provided by the specific ways in 
which Balinese adults and older children communi- 
cate with infants and young children so that those 
specific learnings occur that result in each child who 
is born and reared in Bali, by Balinese parents, 
having an identifiably Balinese set of motor habits, 
associated with an identifiably Balinese character? 

Understandably, no definitive answers to problems 
of human behavior are solved by this type of in- 
vestigatory process, nor are such claimed by the 
authors. Arrangement of these photographs of 
Balinese children into the Gesell categories does, 
however, indicate differences in the maturational 
process of the 2 groups, and does lead to provocative 
clues toward possible clarification of some of the 
issues relating to child development. 

Within the spiral analysis of development, some 
specific and some more general differences were 
found. In contrast to American children, the Bali- 
nese virtually neglect the crawling stage, and en- 
gage in only minimal creeping. Other specific differ- 
ences are described and analysed, and a generalized 
contrast exists in the low tonal organization, de- 
scribed by Dr. Gesell as “meandering tonus,” asso- 
ciated with a very high degree of flexibility and a 
capacity for maintaining positions involving simul- 
taneous flexion and extension, ordinarily character- 
istic of fetal infants. While leaving open the pos- 
sibility of associating such “meandering tonus” 
with hereditary or nutritional factors, Dr. Mead 
leans toward the hypothesis that “the way in which 
Balinese adults carry and handle children seems to 
be crucial. The sling permits the child to be at- 
tached to the mother or the child nurse without 
either person’s making any active effort whatever 
once the sling is fastened, and when the sling is 
absent, the Balinese arm imitates it in relaxed in- 
attention. This very light tie between child and 
carrier, tactily close, but without grasping by 
either one, seems to establish a kind of communica- 
tion in which peripheral responsiveness predomi- 
nates over grasping behavior or purposeful holding 
on... that whole-body learning and total skin 
contact would be found to be of great significance 
in Balinese character formation...” (p. 183). 

Though the extensive pictorial documentation will 
be of primary interest to anthropologists, this 
treatise, with its sensitive portrayal of the growth 
spiral and its provocative hypothesis relative to the 
influence of physical handling on child development 
deserves general examination by those interested 
in human behavior, and particular notice by those 
concerned with personality development. 

A. H. Hosss, Px.D., 
Unversity of Pennsylvania. 


Dre KurniscHeE UNTERSUCHUNG DES NERVEN- 
systems (Clinical Examination of the Nerv- 
ous System), oth edition. By G. H. Monrad- 
Krohn. Translated into German by H. Kobcke, 
Tiibingen. (Stuttgart: Georg. Thieme, 1950. 
Price: DM 29.70.) 


The very fact that a book of the nature of Mon- 
rad-Krohn’s is reprinted and re-edited over a period 
of 30 years proves that it is excellent to begin with 
and has been kept up-to-date. Originating with 
some lectures published in 1912 in Norway the book 
received its present form basically in 1921 with its 
first English edition. Since then the book has been 
translated into French and Spanish. It is, therefore, 
surprising to find that it was nearly 3 decades before 
the text was translated into German. 

The German edition follows the ninth English 
edition with only minor and insignificant variations. 
There is, however, a remarkable difference in the 
illustrations: the x-ray plates and photographs are 
far clearer and, therefore, superior in the German 
text. 

The book gives a complete enumeration of avail- 
able neurological techniques including the pharma- 
cological examination of the autonomic nervous 
system, vestibular examination, chronaxia, EEG, 
electro-myography, =-ray, etc., in addition to the 

2 familiar techniques of cranial nerve-, reflex-, 
sensibility- and motility-examination. Several times 
it is mentioned that neurological findings have mean- 
ing and clinical significance only in the total setting 
of the personality. Therefore, the mental examina- 
tion is the beginning of the neurological examina- 
tion to get the proper personality background. It is 
somewhat surprising to find uncinate attacks and pe- 
duncular hallucinosis (micro-hallucinations) under 
“mental examination.” More surprising is, however, 
the author’s concept of “psychosomatic” examina- 
tion where he refers to localized symptoms like 
aphasia, apraxia, etc. Except for these unusual 
applications of terms there are no other points to 
which this reviewer would take exception. 

The book is valuable to the novice and experienced 
alike. The excellent translatjon. into German helps 
to spread its distribution throughout the world. 

Nevustapt, M.D., 
VA Hospital, 
Bedford, Mass. 


Das IcH UND DIE REGULATIONEN DES ERLEBNIS- 
VORGANGES (The Ego and the Regulators of 
Experience). By F. S. Rothschild, M.D. 
(Basel: S. Karger Verlag, 1950. Price: 
Sfr. 35.) 


On the basis of phenomenological concepts the 
attempt is made to reinterpret the correlation and 
interaction between mind and body. The book is 
divided into 4 parts, each of which is subdivided 
into several chapters. 

The heading of the first part reads: “The Origin 
of the Ego.” Freud’s theory of the instincts— 
Eros and Thanatos—is accepted and serves as the 
basic concept to discuss the constituent parts of the 
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process of experience and its implications on the 
morphology and physiology of the central nervous 
system. The isolating functions in the C.N.S. are 
described as the working of Thanatos (death 
instinct). 

The second part, called “Ego-Weakening Regu- 
lators and the Instincts,” discusses their influence on 
the following objects: (1) playing, laughter, 
comic, and wit, (2) sleeping and dream, (3) hypno- 
sis and hypnoid conditions, (4) sex and Eros, (5) 
infantile sexuality, (6) perversions. 

The third part, “On the Relationship of the 
Whole to the Individuation of the Living Or- 
ganism,” deals with the organic aspect and centers 
around a theory of polarisation as evidenced in the 
living organism. An attempt is made to differentiate 
the significance of experience as a phenomenon in 
the different species such as plants, invertebrates, 
etc. 

Polarisation is recognised as a biological feature 
of basic relevance and the interconnection between 
the anatomy and the function is studied. 

The fourth part, “The Pathological Features of 
a Weak Ego,” elaborates on the changes of ex- 
perience as such in the field of psychopathology. 

The book is particularly interesting for those 
who are students of theoretical biology. 

Lact Fesster, M. D., 
New York City. 


Psycuotic Art. By Francis Reitman, M.D., 
D.P.M. (London: Routledge and Kegan Paul 
Ltd., 1950. Price: 16s. New York: Interna- 
tional Universities Press, Inc., 1950. Price: 
$4.50.) 


The psychiatrist of today, believing nothing 
human alien to him, has tended as the author puts it 
to become a jack-of-all-trades. He has developed 
an increasing interest in art—on the one hand, the 
productions of his patients, either spontaneous or 
with coaching (although he may call the latter 
spontaneous too) ; on the other, the works of great 
artists, especially those gifted with qualities called 
psychopathological. This latter interest was stimu- 
lated by Freud’s essay on Leonardo, which became 
the impetus of the symbolism controversy that has 
been going on ever since. 

In embarking on the study of psychotic art from 
his own psychiatric viewpoint the author of this 
book set before himself the warning that generaliza- 
tion “is only permissible if the psychiatrist main- 
tains throughout that he does so from his own 
limited viewpoint.” In the course of the study he 
suggests that others who have dealt with the sub- 
ject have not always heeded this wholesome warn- 
ing. In order to broaden and control his own point 


of view Reitman profited by the collaboration of 
experts in related fields, including psychology, psy- 
chometrics, neurology, sociology, aesthetics, etc. 
The result is a scholarly work that impresses the 
reviewer as the soundest discussion of psychotic art 
that has come to his notice. 

One chapter is devoted to the study of a case of 
chronic schizophrenia with reproductions of some of 
the patient’s pictures. These pictures recall events 
in his past life. With his disturbed sense of per- 
sonal identity, they seemed to help him connect his 
present with his past, to feel the continuity of his 
existence. “They prove that I am here,” he said. 
The author emphasizes that his own evaluation is 
kept strictly at the descriptive level; he avoids 
speculation and the common fallacy of reading-in. 

He comes to the defense of modernist artists 
whose feelings have been hurt when their pictures 
were compared or equated with those of mental 
patients. The author cites points on which to base 
his conclusion: “Despite all intermediate possibili- 
ties, however, the general distinction between 
normal modern art and the pictorial activity of the 
mentally diseased is clear and outstanding.” In 
such comparison, incidentally, it might honestly be 
said, the art of the patients has not always suffered. 

Current school patterns of exegesis of psychotic 
art Reitman finds wanting for the most part. Sym- 
bolic interpretation is apt to be misleading; “an- 
thropological evidence indicates the relativity of all 
symbols and the universality of none.” Moreover, 
“it is certainly a fact that pictures produced by pa- 
tients do actually reflect in a clear manner the 
viewpoint of their particular therapist.” 

To illustrate the relation of art to psychopatholo- 
gical features in the life of a great artist the case of 
Goya is discussed. Isolated remarks in the artists’ 
letters are quoted: “I am frequently so excited that 
I cannot endure myself.” And three months later 
he speaks of “the imaginative power deadened by so 
much brooding over my pain.” Mentioned also are 
Goya’s sudden flights, the motivation of which is 
obscure, and his equally sudden “retirements” and 
seclusion. With the latter are associated his weird- 
est and most morbid pictures, “Los Caprichos,” 
(Ruskin is said to have burned a volume containing 
these prints; they were too abhorrent for the aes- 
thetic soul of the Slade professor). “Los Desastres 
de la Guerra” and “Los Proverbios” were engrav- 
ings equally sinister. Several of these pictures are 
reproduced and the author suggests that they have 
psychopathological significance. But if these mar- 
vellous drawings indicate mental aberration, what 
must one think of certain contemporary American 
products—the output, for example, of a Jackson 
Pollock or a Baziotes? 


C. B. F. 
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TECHNICALLY ADVANCED 


REITER 
ELECTROSTIMULATORS 


“THE ORIGINAL THERAPEUTIC CEREBRAL STIMULATORS” 
2 
No. 2 or B MACHINE (Model CW47B) 


for non-convulsive stimulative electro therapy 


combined convulsive and stimulative electro therapy — now 
with fully extended convulsive range 


treatment of barbiturate coma and respiratory problems 


greater efficiency of convulsive currents, clinically proven, produc- 
ing a very soft convulsion without epileptic outery 


therapeutic effect by means of specific LOW CURRENTS 


unique design permitting more than 200 hours of constant opera- 
tion without overheating or damage to machine 


respiration is forced and controlled by current stimulation during 
and at the end of seizure 


memory defect, physical thrust, apnea, etc. are avoided 

no tube replacement problem, Reiter tube guaranteed for five years 
special electrodes eliminate use of jelly 

new, clinically proven techniques 

advanced models result from 12 years of coordinated laboratory and 


clinical research 


OTHER THERAPY RANGES 


No. 1 or A Machine (Model CW46L) for electro convulsive therapy 
No. 3 or C Machine (Model RC47B) for prolonged deep coma therapy 


LITERATURE AND A BIBLIOGRAPHY OF MORE 
THAN 75 REFERENCES AVAILABLE ON REQUEST 


REUBEN REITER, Se. D. 


38 WEST 48th STREET, ROOM 606, NEW YORK 19, N. Y. 
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PSYCHIATRY AND MEDICINE 


By LESLIE A. OSBORN, M. D., Professor of Psy- 
chiatry, University of Wisconsin Medical Schoo! 
494 pages, 6x9. $7.50 


Early in his professional and teaching career, Dr. Osborn 
realized the importance of integrating the principles of pre- 
ventive psychiatry with the practice of medicine. With the 
interdependence of psychiatry and medicine in mind, the 
author developed a unique concept of “personalized medi- 
cine”. This is his straightforward presentation of psychiatry 
as medicine and medicine as psychiatry based on the simple 
truth that it is always a person, an individual, who is sick. 
Numerous histories from his own practice stress the fact 
that the person, not the disease, is of utmost importance. 
This book is not a presentation of a system of psychictry. 
Rather it is a development of a point of view permeating 
all the practice of medicine—the point of view that the doc- 
tor must train himself to be aware of, and responsive to, 
the emotional and personality problems of any individual, 
child or adult, as he is to the patient’s manifestations of 
organic disease. 

Although the book, in its educational sequence, links various 
psychiatric disciplines, it presents one physician’s integrated 
concept so the reader can grasp the overall picture at once. 
The teacher and the student will find the study of this book 
a pleasant and profitable task. 


Order from McGRAW-HILL BOOK COMPANY, INC. 
your favorite 330 West 42nd Street + New York 36, N.¥ 
medical HEALTH EDUCATION DIVISION 


book dealer Please send me the books checked below for 30 days’ 


$72.2 * & 


@ 8 WwW 


179 @-2W 


° 
° 
wo 


or write 
direct to: 


4144 8 


oF 
City 
Cash enclosed (postpaid) [ 


f i 

4 

is 1 

; 4 

“4 

& 

examination on approval : i 
t 

Bill me (J 

4 

XIV 

q 

| 


book we have all been waiting for”? 


UNDERSTANDING 


FEAR in Ourselves 
by and Others 


Bonaro W. “This is the best book in print, in my judgment, for the general 
Overstreet os reading public on the exceedingly important problem of how to 
sii understand and overcome one’s fears. Scientifically sound and 

based on the contributions of contemporaneous psychologists and 

psychiatrists, as well as the author’s wide experience in adult 

: education. .. . This is a book we have all been waiting for—the 

At all book to recommend to the large number of intelligent but fear- 
bookstores, $3.00 ‘ pursued people in our society whose needs for understanding and 
overcoming their fears are not met by the more technical books.” 


HARPER —ROLLO MAY, Consulting Psychologist 
& Author of The Meaning of Anxiety 


BROTHERS 
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e 4 tablespoonfuls MERITENE 
INSULIN COMA e 4072. light cream 


THERAPY... © 8 oz. vanilla ice cream 
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has been reported as effective in overcoming 
= nausea and vomiting, reducing secondary re- 
actions, and encouraging return of appetite.' 
1. Revitch, E,, and Hirschfield, R: Am. J. Psychiat. 108:703, 1952. 
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THE DIETENE COMPANY 

3017 FOURTH AVENUE SOUTH, MINNEAPOLIS 8, MINN. 
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1. Training for psychiatrists who want to become 
certified to practice psychoanalysis. 


2. Postgraduate orientation courses for physicians and 
psychiatrists. 


Announcing Fall-Winter 


* Clinical Conferences on Case Histories II 
Neuroses and Psychoses 
The Neurotic Patient in General Practice 
of the 


Readings in Psychoanalysis Part III 
— other than Freud and Hor- 
ney 


AMERICAN INSTITUTE | Meter or 


FOR PSYCHOANALYSIS | « ciinicat conferences 


Psychoanalysis of Children 


* Open to Matriculated Candidates only 


KAREN HORNEY, M.D., Dean 


For Information regarding requirements for admission, 
tuition, loan fellowships and curriculum, write to the 
Registrar: Miss Janet Frey, American Institute for 
Psychoanalysis, 220 West 98th Street, New York 25, 


HIGH POINT 
HOSPITAL 


v 
PORT CHESTER, NEW YORK 
POrt Chester 5-4420 


Emphasis is on analytically oriented psychotherapy, each paiient receiving a minimum 
of three therapeutic hours per week. Physiologic forms of treatment are available; 
therapy administered by attending psychoanalysts, and residents in advanced training 
under the immediate supervision of the director; staff of medical and surgical con- 
sultants; near New York City. 


ALEXANDER GRALNICK, M.D., F.A.P.A., Director 


WILLIAM V. SILVERBERG, M.D., F.A.P.A. STEPHEN P. JEWETT, M.D. 
Chief Consultant in Psychotherapy Chief Consultant in Clinical Psychiatry 
RUTH FOX, M.D. L. CLOVIS HIRNING, M.D. 
Associate Consultant Associate Consultant 
Attending Psychotherapists: 


I. WM. BRILL, M.D. DANIEL GOLDSTEIN, M.D., — 
LEONARD FRANK, M.D. STEPHEN KEMPSTER, 

SYLVIA GENNIS, M.D. SIMON NAGLER, M.D. 

LEONARD GOLD, M.D., F.A.P.A. MERVYN SCHACHT, M.D. 


ANTHONY W. ESPOSITO, M.H.A. LEATRICE STYRT SCHACHT, M.A. LOIS CARLSEN, R.N., B.S. 
Hospital Administrator Psychologist Directress of Nurses 
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DIRECTORY OF PRIVATE MENTAL HOSPITALS, SANITARIUMS 
AND SCHOOLS 


The Brown Schools 


For Exceptional Children 


Six distinct units making satisfactory placements possible 
for boys and girls and young adults. 


Ideal winter climate affording happy healthful outdoor 
play and recreation almost every day of the year. 


@ Daily Neuropsychiatric supervision and guidance. 


Psychological Examination Speech 


®@ Registered Nurses @ Music 

@ Pre-vocational training @ Ranch for older boys 
@ Teachers with degrees ® Home for older girls 
@ All academic subjects @ Fireproof building 

@ Year round program @® Summer Camp 


PAUL L. WHITE, M.D., F.A.P.A., Medical Director 
M. D. HEATLY, M.D., F.A.C.S., Resident Physician 


JESSE VILLAREAL, Pu. D., 
Speech Pathologist 


BERT P. BROWN, President 
Box 4008, Austin, Texas 
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An Institution for the study and treatment of Nervous and Mental Disorders 
Write for booklet 
EST. 1898 
HERBERT A. SIHLER, Director JOHN H. NICHOLS, M.D., Medical Director 


CHAGRIN FALLS, OHIO — Telephone: Chagrin Falls 7347 
Member American Hospital Ass’n and Central Neuropsychiatric Hospital Ass’n 
— Approved by The American College of Surgeons — 


FAIR 
OAKS 


INCORPORATED 


Summit, New Jersey 


SUMMIT 6-0143 


OSCAR ROZETT, M.D., Medical Director Located 20 miles from New 
York Maintaining Homelike, 


MISS MARY R. CLASS, R.N., Director of Nurses aa 


MR. T. P. PROUT, JR., President The Institutional Atmosphere 
Is Eliminated, Yet All of 
the Hospital Facilities Are 


ELECTRIC SHOCK THERAPY OCCUPATIONAL Available for Treatment and 
INSULIN THERAPY THERAPY Management of Problems in 


Neuropsychiatry. 
PSYCHOTHERAPY DIETETICS ate 


PHYSIO AND HYDRO BASAL METABOLISM 
THERAPY CLINICAL LABORATORY ESTABLISHED 1902 
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HALL-BROOKE 


A modern psychiatric hospital in a 
non-institutional setting 


(Licensed by State of Connecticut) 


Dynamically-oriented 
psychotherapy 


Electro-coma 
Insulin full coma 


Occupational and _ Recreational 
therapy 


120 acre estate in Fairfield County 


Tactful segregation of psychotic, 
alcohol and addiction cases and 
of psychoneurotic patients in 
separate buildings. 


Tasteful Colonial decor 


Begin at $85 All private rooms 
Write or telephone for full information 


(Mrs.) Here F. Jones-BERNARD, Administrator Georce K. Pratt, M. D., Medical Director 
New York City Office: 133 East 58th Street PLaza 5-2570 
Thursdays: 2-5 o’clock 


— HALL-BROOKE 


Greens Farms (Westport), Connecticut Phone: Westport 2-5105 
Only one hour from New York. Easily accessible from any part of Connecticut. 
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THE CARROL TURNER SANATORIUM 
MEMPHIS, TENNESSEE, Route 10, Box 288 
For the Diagnosis and Treatment of Mental and Nervous Disorders 

Located on the Raleigh-La Grange Road, five miles east of the city limits. Accessible to U.S. 70 (the 
Bristol Highway). 534 acres of wooded land and rolling fields. Equipment new and modern, including the 
latest equipment for electro-shock, physical and hydrotherapy. Special emphasis is laid upon occupa- 
tional and recreational therapy under the supervision of a trained therapist. An adequate nursing person- 
nel gives individual attention to each patient. 


HIGHLAND HOSP ITAL, INC. 


Affiliated with Duke University 


A non-profit psychiatric institution, 
offering modern diagnostic and treat- 
ment procedures—insulin, electro- 
shock, psychotherapy, occupational 
and recreational therapy—for nerv- 
ous and mental disorders. 


The Hospital is located in a seventy- 
acre park, amid the scenic beauties 
of the Smoky Mountain Range of 
Western North Carolina, affording 
exceptional opportunity for physical 
and nervous rehabilitation. 


The OUT-PATIENT CLINIC offers 
diagnostic services and therapeutic 
treatment for selected cases desiring 
non-resident care. 


R. CHARMAN CARROLL, M.D. 
Diplomate in Psychiatry 
Medical Director 


ROBT. L. CRAIG, M.D. 
Diplomate in Neurology and 


Psychiatry 
Associate Director 
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SAINT ALBANS SANATORIUM 


RADFORD, VIRGINIA 


100 bed private psychiatric hospital for the treatment of nervous and mental 
disorders, including ‘alcoholism and addiction. 
JAMES P. Kino, M. D. 
Director 
JAMES K. Morrow, M. D. DANIEL D. Cues, M. D. 
THOMAS E. Parnter, M. D. WENDELL T. WINGETT, M. D. 


JAMES L. CuITWoop, M. D. 
Medical Consultant 


WESTBROOK SANATORIUM 
eA private psychiatric hospital em- Staff PAUL V. ANDERSON, M.D. 
ploying modern diagnostic and treat- 
ment procedures—electro shock, in- 


REX BLANKINSHIP, M.D. 
Medical Director 


JOHN R. SAUNDERS, M.D. 
Associate 


THOMAS F. COATES, M.D. 
Associate 


R. H. CRYTZER, Administrator 


P. O. Box 1514 RICHMOND, VIRGINIA Phone $-3245 
Brochure of Views of our 125-Acre Estate 
Sent on Request 
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THE WOODS SCHOOLS 


for exceptional children ... founded in 1913 


Our function is to train and educate the exceptional child and to help him and his 
com find a reasonable adjustment in accordance with individual capacities and 
needs. 


Special treatment prescribed by the family physician, pediatrician, psychiatrist, or 
consultant faithfully followed, with reports submitted regularly. 


Send for literature and catalog. 


THE WOODS SCHOOLS 
LANGHORNE 16, PA. MOLLIE WOODS HARE, Founder 


The BRETT SCHOOL 


DINGMANS FERRY, PENNSYLVANIA 
In the Foothills of the Poconos : 


Intensive, highly individualized personal training for a 
small group of girls over five years of age. Carefully 
chosen staff. Special modern teaching techniques and pro- 
gram of therapeutic education. Varied handicrafts, cook- 
ing, nature study and field trips. Outdoor games, picnics 
and other activities. Comfortable, homelike atmosphere. 
ae cooperation with family physician. 70 miles from 


Telephone Dingmans Ferry 8138 References 


Directors: Frances M. King, formerly Director of the Seguin School 
Catherine Allen Brett, M.A. 


CLEARVIEW 


ON THE KRATZVILLE ROAD 
EVANSVILLE > INDIANA 


A PRIVATE HOSPITAL 
FOR THE TREATMENT OF PATIENTS SUFFERING FROM NERVOUS AND MENTAL 
DISORDERS, ALCOHOLISM AND DRUG ADDICTION. SEPARATE BUILDINGS FOR 
DISTURBED AND CONVALESCENT PATIENTS. NEW DIAGNOSTIC-TREATMENT 
BUILDING AIR-CONDITIONED THE YEAR ROUND. 

Hydrotherapy + Clinical Laboratory * EKG and BMR Equipment 
Stereoscopic X-Ray * Equipped for Surgery + Electr phalograph 
ALBERT J. CREVELLO, M. D. 

Diplomate, American Board of Psychiatry and Neurology, Inc. 


Tel. 5-6181 Medical Director 


CHESTNUT LODGE 


MEDICAL DIRECTOR 
Dexter M. M.D. 


CLINICAL DIRECTOR CLINICAL ADMINISTRATORS DIRECTOR OF RESEARCH 
Ropert A. CouHen, M.D. Georce H. Preston, Davip McK. Riocn, M.D. 
Marvin L. ApLAND, M.D. INTERNISTS 
CLINICAL SUPERVISOR CLINICAL PSYCHOLOGIST Epwarp J. Strieciirz, M. D. 
FriepA FROMM-REICHMANN, M.D. Marcaret J. Riocu, Pu. D. (Geriatrics) 
WILLIAM W. WELsH, M.D. 
ASSOCIATES 
DonaLp L. BuRNHAM, M.D. Haroip F. Searves, M.D. Epirn T. Stockspower, M.D. 
JosEPH W. Coxe, M. D. ALBERTA B. Szauita, M.D. Mary J. Wuirte, M.D. 
Rosert G. Kvarnes, M.D. Orro WILL, 


ROCKVILLE MARYLAND 
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MILWAUKEE SANITARIUM 


Wauwatosa, Wisconsin 


(Chicago Office—1117 Marshall Field Annex Bldg. 
28 East Washington St.—Wednesdays, 1-3 P. M.) Maintaining the highest standards for 


Joser A. Kinpwatt, M. D. more than a half century, the Mil- 
Carrot W. Oscoop, M. D. 

Witt T. Krapwext, M. D. waukee Sanitarium stands for all that 
Benyamin A. Ruskin, M. D. 


Lewis Danzicer, M. D. is best in the care and treatment of 
Russert C. Morrison, M. D. 


Homer V. Caprarett, M. D. nervous disorders. Photographs and 
LeRoy E. Bosttan, M. D. 


particulars sent on request. 


G. H. Scuroeper, Business Manager 


COLONIAL HALL— 
One of the 14 Units in “Cottage Plan” 
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COMPTON SANITARIUM 


820 West Compton Boulevard 
Compton, California 
NEvada 6-1185 


HIGH STANDARDS OF PSYCHIATRIC TREATMENT 
Approved by the AMERICAN COLLEGE OF SURGEONS 


LAS CAMPANAS HOSPITAL UNDER SAME MEDICAL 
DIRECTION 


G. CRESWELL BURNS, M.D. 


PHILIP J. CUNNANE, M.D. Medical Director 


Director 
HELEN RISLOW BURNS, M.D. 


Assistant Medical Director 


Established in 1915 
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North Shore Health Resort 


on the shores of Lake Michigan 
WINNETKA, ILLINOIS 


NERVOUS and MENTAL DISORDERS 
ALCOHOLISM and DRUG ADDICTION 


Modern Methods of Treatment 
MODERATE KATES 


Established 1901 Fully Approved by the 
Licensed by State of Illinois American College of Surgeons 


SAMUEL LIEBMAN, M.S., M. D. 
Medical Director 


225 Sheridan Road Winnetka 6-0211 


Twenty minutes from Times Square, Brooklyn and Bronz 


River Crest Sanitarium 


Ditmars Blvd. and Kindred Street, Astoria, L. I., New York City 


Modern facilities for the thorough Treatment of 
Nervous, Mental, and Alcoholic Patients 


acre nt Me Also the 
and treatment. Competent Medical Sta ° 
ern and completely equipped. Full cooperation Belle Mead Sanatorium 
with referring Physicians. Facilities for Shock Belle Mead, N. 
Therapy. Modern - oe Proper “Classification - 
MASON PITMAN, M.D., Medical Director 
San. Phone—Belle Mead (N. J.) 21 
Phowe N. Y. City Phone 
AStoria 8-0820 AStoria 8-0820 


JOHN C. KINDRED, M.D., Consultant 
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BALDPATE, INC. 


Georgetown, Mass. 
Geo. 2131—Boston Office Be.-2-3911 


Cre 


For the treatment of psychoneu- 
roses, personality disorders, psychoses, 
alcoholism and drug addiction. 


Psychotherapy is the basis of treat- 
ment; other methods such as shock 
therapy, malaria and fever box are 
used when indicated. 


Occupation under a trained ther- 
apist, diversions and outdoor activi- 
ties. 


G. M. Scuiomer, M.D., Medical Director 


Founded 1879 


RING SANATORIUM 


Eight miles from Boston at an 
elevation of 400 feet 


For the study, care and treatment of 
emotional, mental, personality and habit 
disorders. 


All recognized psychiatric therapies are 
used as indicated. 


Cottage accommodations meet varied in- 
dividual needs. Limited facilities for the 
continued care of progressive disorders 
requiring medical, psychiatric, or neuro- 
logical supervision. 
BENJAMIN Simon, M.D. 
Director 


Cuares E. Wuirte, M. D. 
Louis Brenner, M.D. 
WituiaM R. SuHetton, M.D. 
Associates 


Consultants in all Specialties 


Arlington Heights, Francis W. Russell 
Massachusetts Executive Secretary 
Telephone AR 56-0081 


ROGERS 
MEMORIAL 
SANITARIUM 


OCONOMOWOC, WISCONSIN 


Located on Nashotah Lakes, 30 
miles west of Milwaukee, providing 
an ideal country environment, and 
the facilities for modern methods of 
therapy of the psychoneuroses, psy- 
chosomatic disorders, and other neu- 
rologic and psychiatric problems. 
Occupational therapy and recrea- 
tional activities directed by trained 
personnel. 


Owen C. M.D. 
Medical Director 


CuHarRLEs H. FEaster, M. D. 
Grorce H. LourMan, M.D. 


CATHERINE A. ROSENBERG, R. N. 
Director of Nurses 


“URGENT” 


This office would like to obtain by 
purchase or by gift copies of the Jan- 
uary 1886, July 1887, October 1888, 
February 1950 and the October 1950 
issues of the AMERICAN JOURNAL 
OF PSYCHIATRY, which are miss- 
ing from our files. Please notify Mr. 
Austin M. Davies; Room 412, RKO 
Building, 1270 Avenue of the Ameri- 
cas, New York 20, New York, if you 
know of the availability of these 
issues. 
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INDISPENSABLE 


To every psychiatrist, every psychiatric clinic and every psychiatric 
hospital. 


Patients travel or move to other parts of the United 
States. Patients have relatives and friends in all parts 
of the country who frequently ask to be referred to col- 
leagues or have recommended to them privately practic- 
ing psychiatrists or clinics throughout the United States, 
therefore, it is indispensable that you own a copy of the 


BIOGRAPHICAL DIRECTORY OF THE AMERICAN PSYCHIATRIC 
ASSOCIATION, Price $12.00 (1950 Edition) 


You can locate in the geographical index the names of 
psychiatrists practicing within a certain area and the 
exhaustive alphabetical section of the Directory gives you 
complete information about more than 4,000 of your col- 
leagues with reference to: 


Training 

Research Activities 

Type of Psychiatric Training 
Affiliation 


“The most frequently consulted book in my office’ Dr. S., 
New York 


“Indispensable for my referrals’ Dr. H., Los Angeles 


“Proves helpful every day in my social service depart- 
ment and saves us many hours of work”’ F. McT., Head of 
Psychiatric Social Service of Large Mental Hospital, 
New Jersey 


Secure a copy immediately by ordering now as only a 
small stock remains. 
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STAFF 


ACHIEVEMENT 
in Intellectual Growth 
through Therapeutic Guidance 


OR THE ACUTELY DISTURBED child 

whose unresolved conflicts are expressed 
symptomatically as an inhibition of intellee- 
tual activity, Devereux Schools offer a com- 
plete program of academic, vocational, and 
psychiatric guidance. The coordinated efforts 
of the entire staff provide each child with the 
specific help he needs to achieve his maxi- 
mum potential growth—both emotionally 
and intellectua!ly. 


When, in your practice, you encounter a 
school-aged patient whose normal intellectual 
capacity is psychically limited by emotional 
disturbances, you are invited to let us evalu- 
ate the potential outcome of Devereux’ spe 
cialized education with therapy. Our experi- 
enced staff will thoroughly review each case 
history and offer a detailed report. 


Please address your inquiries to: 
JOHN M. BARCLAY, Registrar 


Hetena T. DEVEREUX, Director 


SANTA BARBARA, CALIFORNIA + DEVON, PENNSYLVANIA 


: 
4 
CLINICAL A 
MEDICAL STAFF 
Robert Deveremx, 4.D. 
f Ruth E. Outly, M.D, | 
Calvin F. Settlage, M.D. 
ats 
PSYCHOLOGICAL STAFF 
OF PENNSYLVANIA 
Milton Brutten, Ph.D. 
Michael Dunn, A.M. Bee 
Robert G. Ferguson, A.M. 
Edward L. French, 
dobn Kisiser, A.M. — 
| 
M. Eleanor Ress, = 
THE DEVEREUX 
RANCH SCHOOL, — 
CALIFORNIA 
Consulting Peychiatriat 
tvan A. MeGalre, M.D. 
Consulting Psychiatrist 
David L. Reewes, M.D. 
af se 
Director of the Ranch School 
Thomas W. Jefferson, Pb.0. 
+ 
SVERGUX 
"FOUNDATION 


